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It has been the custom of most physicians, of 
many surgeons and of some gynecologists to advise 
patients who are the subjects of fibroid growths 
in the uterus, to refrain from operative measures 
until the tumor is of such size as to produce pres- 
sure symptoms; or until the time when the hemor- 
rhage from the uterus becomes alarming and can- 
not be controlled by other means. To wait for 
the menopause, that blanket which has been made 
to cover almost every ailment and discomfort that 
female flesh is heir to, but which fails to give 
warmth to the cold feet of most of its advocates, 
has been assiduously commended as a cure for the 
symptoms dependent upon uterine fibroids. 

I believe I am safe in saying that very many of 
these growths at or about the time of the meno- 
pause take on a rapidly increasing activity instead 
of indulging in a retrograde movement. 

In a service of more than twenty years at Belle- 
vue Hospital, lasting for each year over a period of 
more than ten months, it has been my fortune to 
see and operate upon a considerable number of 
uterine fibroids. 

I am free to confess. that except in the case of 
small growths, situated low in the uterus anteriorly 
or posteriorly, and thus interfering possibly with 
the functions of the bladder or rectum, I have seen 
few cases that presented actual symptoms depen- 
dent upon pressure of the growth itself. Hemor- 
rhage, increase in the size of the abdomen, a sense 
of weight about the pelvis, with more or less dis- 
turbance of the functions of the bladder and rec- 
tum, are signs and symptoms most commonly noted. 

But there are other symptoms which many of 
these patients complain of more commonly than 
those mentioned. That is shortness of breath, pal- 
pitation of the heart, precordial distress and irreg- 
ularity of pulse, and frequent headache. Until 
1905 it had been my habit to attribute these symp- 
toms to pressure in a vague sort of way. I am 
indebted to my friend, Dr. Herman Boldt, for the 
correct explanation of these symptoms. In a most 
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admirable article published in The New York 
Medical Journal, October 28, 1905, under the cap- 
tion, “Visceral Degeneration and Uterine Myo- 
fibromata,’ Dr. Boldt concludes that these were car- 
diac symptoms and resulted from a myocardial de- 
generation dependent on or coincident with the de- 
velopment of the fibroid growth in the uterus. 

I had noticed, as doubtless many other gynecolo- 
gists had, that a large number of patients having 
uterine fibroids were the subjects of cardiac disease 
of some sort, but Dr. Boldt was the first one to for- 
mulate his views in a clear and concise manner. He 
tells us that in 37 out of 79 cases, nearly 47 per 
cent., some circulatory disturbance was noted. 
Thirty-four of these cases were operated upon by 
Dr. Boldt, all of them being cases in which car- 
diac changes had been diagnosed, and five of these 
women died after operation, Shoemaker in the 
Journal of the American Medical Association, 
1904, page 1014-16, reports four cases in which 
uterine fibromata had a detrimental effect upon the 
heart. And Albert Doran, in his paper on Fibroids 
and Heart Disease, has had a similar experience 
(Journal of Obstetrics and Gynecology of the Brit- 
ish Empire, Vol 3). 

George Fleck (Archiv. of Gynecology, Vol. 
LXXI) tells us that 133 out of 325 cases of 
myomata presented pathological cardiac changes 
and that in 46 of these cases there was no atypical 
bleeding. Twelve of these 325 cases died, three 
without operation, one of embolism of the pul- 
monary arteries and two others of myocardial le- 
sions, presenting very decided degeneration changes 
resembling brown atrophy. 

Brown atrophy is anatomically recognized as a 
lesion frequently associated with myomata. In his 
conclusions, Fleck expresses his belief that the af- 
fected heart muscle so frequently associated with 
uterine myomata can be caused only by the action 
of poisonous substances—believing that these 
poisonous products originate in the uvaries, which 
are invariably the subjects of gross changes when 
associated with uterine myomata. 

Many writers, as for instance Leopold, believe 
that the cardiac degeneration in these cases is due 
to the losses of blood. Brostin (Centralblatt f. 
Gynakologie, 1894, page 96) expresses the belief 


e 
e 
n 
n 

il 
e 
r 

e 
ot 
in 
n 
a- 
e 
es 
h 
e. 
of 
y 
as. 
to 
ty 
ed 
nt 
in 
n- 
X- 
n- 
he 
ly 
n 
at 
of 
re 
he 
es 
er 
u- 
nd 
res 
le. 
al- 
fe- 
ia, 
ir- 
is. 


AMERICAN 
162 JouRNAL oF SuRGERY. 


Barrows—Myoma Heart. 


May, 1912. 


that the cardiac changes are not dependent in any 
way upon the size of the tumor. 

Fehling (Centralblatt f. Gyndkologie, Vol. XI, 
page 17) recognizing the presence of cardiac 
changes in these cases recommends surgical inter- 
vention as soon as the symptoms present them- 
selves, 

Hofmeier (Zeitschrift f. Geburtshilfe and 
Gynak., 1885, page 371), Saenger (Centralblatt f. 
Gyndk., 1884, page 589), Rose (Ueber die Noth- 
wendigkeit der Myoma-operationen, Deutsche 
Zeitschrift fur Chirurgie, Vol. XXV), Dohrn 
(Zeitschrift f. Geburtshulfe und Gynak., Vol. 
XI, pages 136-139), Landau (Centralblatt f. 
Gyndk., 1889, page 171), Routh (Lancet, May 12, 
1900, Trans. of the Obstetrics Society, London), 
Bertholdi (Centralblatt f. Gynaik., Vol. XVII, page 
174), Hennig (Zeitschrift f. Geburts. und Gynak., 
Vol. XXIX, page 131) and many others report 
cases of this character, Landau and Routh express- 
ing the belief that the long continued use of ergot 
has a detrimental effect upon the heart. Two cases 
in which the drug had been used steadily for sev- 
eral months ended fatally and showed on post- 
mortem dilatation and brown atrophy. 

In the 1912, January number (Surgery Gyne- 
cology and Obstetrics) Dr. Philip S. Doane, in his 
inaugural thesis read before the Chicago Gynecology 
Society in May, 1911, presents a very careful and 
complete review of this subject up to the time of 
the reading of his paper. 

From his own experience and that furnished him 
by the experience of other gynecologists, through 
personal communications and literature presented 
by him, his conclusions are: That “during the 
growth of the.uterine myoma, a toxic element de- 
velops which produces changes in the cardio- 
vascular system, the myocardium is most commonly 
effected. Just what the toxic element is is at yet 
unknown and as far as we can learn no definite 
study of this subject has been undertaken.” His 
conclusions have resulted from a personal observa- 
tion extending over a period of 12 years, and during 
the past two years a closer study of the cases has 
been made by him and a definite conclusion has been 
reached, viz., that the heart symptoms are not mere 
coincidences, but are actually due to the myomata. 
He has found hemorrhage present in the majority 
of cases, yet as a prime factor it is excluded because 
the same symptoms appear in myomatous women 
who give no history of bleeding. 

In this connection, it is very interesting to note 
that 90 per cent. of women affected with malignant 
growths in the uterus suffer from hemorrhage and 


its resulting anemia. And yet few, if any of these, 
present cardio-vascular symptoms. Attention was 
called to this fact by Brasin in 1893. 

Dr. R. L, Payne, Jr., in the Journal of the Amer- 
ican Medical Association, Chicago, May 6, 1911, 
page 1324, presents a number of cases from which 
he concludes that there is a direct relationship be- 
tween the development of the uterine myomata and 
disturbances in the cardiac compensation, and he 
believes from the result of operative procedures 
in the cases which he presents that the elimination 
of the uterine fibroids not only benefits the patient 
locally but in some cases results in a more or less 
dissipation of the cardio-vascular symptoms. 

One of his cases is particular interesting. A 
woman, a worker in a cotton mill, came to him suf- 
fering from cyanosis of the lips and finger nails, 
weak and rapid pulse of the mitral type, a weak 
apex beat, and a distinct murmur over the mitral 
area. Two small perineal fibroids the size of a 
walnut were removed, together with the body of 
the uterus by a supervaginal hysterectomy. There 
was a rapid relief of all the cardiac symptoms and 
at the end of six weeks the patient was back at 
her work absolutely well, all evidences of symp- 
toms of cardiac distress having disappeared. All 
of the cases that he reports apparently .found 
prompt relief within a reasonably short time, say 
from four to six weeks. 

Baldy (American Journal of Obstetrics, 1905, 
Vol. LII, page 370) reports 366 cases of uterine 
myoma with 13 sudden deaths, due, as he believed, 
to associated cardiac changes. 

Carl Wettergreen (Centralbl. f. Gyniék, 1904, Vol. 
XI) reported a case of Basedow’s disease with a 
submucous myoma beginning at the same time. 
Removal of the myoma dissipated the exopthalmos 
and tachycardia. 

In this careful search of all the literature at my 
command bearing on this subject, I have found 
but two dissenting voices to the belief that there 
was a distinct relationship between the develop- 
ment of uterine myomata ‘and some disturbance 
of the cardio-vascular system. 

John A. McGlin, Gynecologist to St. Agnes’ Hos- 
pital, in Philadelphia (New York Medical Jour- 
nal, June 3, 1911), from a study of post-mortem 
conditions from the records of women dying of 
myomata in the Philadelphia hospital and from a 
study of the deaths from uterine tumors, in the 
registration area of the United States in 1909, con- 
cludes that a definite entity of a fibroid heart can- 
not be sustained. 

Maximillian Neu, in an article published in the 
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Gynaekologische Rundschan; -1911, “No. 20, page 
778, under the title of “Experimental and 
Anatomical Research into the Question of the So- 
Called Myoma Heart,” concludes that the concep- 
tion of a fibroid heart is not tenable, as convincing 
proof is lacking. 

R. L. Payne, Jr., in the article referred to above, 
concludes that in a large percentage of cases of 
uterine fibroids, 

First. There are present symptoms of cardio- 
vascular disturbances, 

Second. That the size of the growth has no re- 
lation to the severity of the cardiac disturbances. 
Symptoms have been apparent while the growth 
was still small. 

Third. In some cases of lost cardiac compensa- 
tion, associated with fibro-myomata, the symptoms 
. are materially benefited by removing the growths. 

Fourth. In some cases the cardiac disturbances 
are of so severe a type as to result in sudden death 
following operation. He is also disposed to be- 
lieve that the cardiac symptoms are due to the 
products of uterine yrowth on the heart muscle or 
heart ganglia—some internal secretion directly the 
product of uterine hyperplasia. 

I am absolutely in accord with these views and 
I believe that, for this reason, the clinical study of 
these cases is of more interest and of more ad- 
vantage than the post-mortem studies. The gen- 
eral conclusions of .such a large number of ob- 
servers, so widely scattered in time and place, can- 
not fail to carry conviction to the mind of the 
clinician even though we do not find these con- 
ditions after death. And I believe that the reason 
why we do not find these conditions post-mortem, 
is because these cardio-vascular changes are due 
to some toxine Or some poisonous product de- 
veloped by or coincident with the development of 
the uterus growths. This notion is certainly a 
reasonable one to those who have watched the rapid 
recovery from cardio-vascular signs and symptoms, 
following myomectomy or hysterectomy for the re- 
moval of these growths. . 

When I first began to study these cases, I be- 
lieved that I had found the solution of the question 
in the theory that it depended upon the change 
in the blood pressure. This idea was first sug- 
gested to me by Dr. Studdiford, in a personal com- 
munication. The theory that the blood pressure 
would be increased by the increase in the pipe line, 
which necessarily would follow the development 
of vascular tumors of this sort, seemed a very 
reasonable one. But when I came to investigate 
this, I found out that none of these patients as a 


rule had a high blood pressure and that the blood 
pressure was practically not changed by the re- 
moval of the tumors themselves nor by the uterus 
together with the tumors. So I was forced to 
abandon this theory. 

Dr. Doane, who has been quoted, writes me in a 
personal communication of January 11 of this year, 
that he has been working upon this subject, in- 
jecting animals with blood serum of myomatous 
patients before and after operation as well as an al- 
coholic and saline extract of the tumor itself. He 
hopes by this work to prove the direct relationship 
of the two conditions as well as some other things 
which he does not mention. He promises to send 
his conclusions when he can formulate them. 

I shall not attempt to present a list of my cases 
of uterine fibroid tumor operated upon or treated 
without operation. But I want to give an outline 
of a few cases bearing on the question as I have 
attempted to present it. 

In the first place let me present the histories of 
two cases not operated upon. 

Case I. The patient is 48 years old, the mother of 
two adult children, who until Io years ago re- 
garded herself as in perfect health, but about that 
time she began to suffer from profuse menstruation 
and some dyspnea and cardiac palpitation. Her 
home was in California, and it was her habit to 
make several trips across the continent each year. 
She had been told that high altitudes provoked ex- 
cessive menstruation as well as shortness of breath 
and palpitation of the heart and she camie to me to 
find out whether it would be best for her to remain 
at or near the sea level. This was about the time 
that I had begun to be convinced of the relation- 
ship between uterine fibroids and cardiac disturb- 
ances. And, in addition to the ordinary physical, 
I suggested that a vaginal examination be made. 
This revealed a hard intramural fibroid the size of 
a large orange occupying the upper anterior portion 
of the uterine body. This had not nor has it until 
now interfered in any way with the functions of 
the bladder or intestinal tract. The patient was 
not aware of anything unusual about her pelvic 
organs. Soon after this, some six years ago, she 
came to live in New York, and has been under my 
care since them. At irregular intervals two or 
three times a year I am sent for hurriedly because 
my patient is suffering from an attack of faintness 
and dyspnoea. These attacks are apparently pro- 
voked by unusual excitement or fatigue and have no 
relationship or connection with the menstrual 
period. The menstrual flow since her residence in 
New York has been normal in quantity and periods. 
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I may say that the patient’s summers are spent on 
a commodious steam yacht, cruising in eastern 
waters, so that she rarely goes above the sea level. 
Her residence is less than a city block’s distance 
from my house and I have been able to reach her 
promptly when sent for. At these times she pre- 
sents all signs and symptoms of cardiac dilatation, 
and on several occasions I have been fearful that 
she would not survive. She shows cyanosis of the 
lips and finger nails, weak, rapid pulse, weak apex 
beat, a soft murmur over the mitral area, great 
anxiety and apprehension of some serious result and 
marked dyspnoea. This condition responds usually 
to cardiac stimulants and rest in bed. And the 
patient in the course of a few days is able to re- 
sume her ordinary life, which is one of comfort 
and ease. 


Case II. Mrs. B., 52 years old, a woman of 
wealth, culture and refinement, living under the 
best possible surroundings, with a town house in 
the immediate vicinity of my home and a country 
place on the Hudson, in the neighborhood of West 
Point, has been a patient of mine for the last 16 
years. She is the mother of five children. In her 
first three confinements she was attended by one 
of the best practitioners of that time in New York, 
and each time suffered from what was called puer- 
peral fever. She came to me for her fourth con- 
finement, and with the history of her former infec- 
tions before me I took every possible precaution as 
to room, surroundings, nurses, assistants and my- 
self to avoid the repetition of the sepsis. Much to 
my mortification and chagrin she developed a sharp 
septic infection from which she slowly convalesced 
after the opening and drainage of a pelvic abscess 
through the posterior cul de sac. I concluded from 
this that her infections were due to the presence of 
an old pus tube. This belief was strengthened by 
the confession of the husband that he had been the 
victim of a persistent gonorrhea prior to his mar- 
riage. 


I therefore opened the abdomen and removed a 
pus tube and an infected ovary from the right side. 
She subsequently became pregnant again and I de- 
livered her at term of a fine healthy child. She had 
an uneventful afebrile puerperium. This was 12 


years ago. Six years ago she came to me with the 
report that she was flowing somewhat more than 
normal and that her abdomen was growing larger. 
Upon examination I found a large soft myomatous 
growth, involving the whole uterus the size of a six 
months gravid uterus. During the past three years 
the patient has had several just such attacks as were 


described in Case 1, each one being somewhat more 
severe than its predecessor. 

I may say that in neither one of these cases is the 
blood pressure ever high; 120-140. Operation 
has been repeatedly suggested to each of these pa- 
tients, but has been declined. It has not been in- 
sisted upon, because both are so situated that every . 
precaution can be taken against accident and every 
attention can be given them should other attacks 
occur, 

Case III is one of extreme interest. This patient, 
a woman of 48 years, an actress by profession, was 
referred to me-by Dr. J. Clifton Edgar, she having 
been sent to him by Dr. Doane, of Chicago. Ina 
letter which Dr. Doane sends to Dr. Edgar, he says: 
“This tumor has apparently taken on a rapid growth 
during the last six months, and she was to have 
undergone an operation by me for its removal on, 
the 20th of this month (December, 1911). She is 
obliged to go East, and I have given her your name. 
You will find her possessed of an old myocarditis, 
which I believe is secondary to the uterine growth.” 

I kept this patient under observation for 10 days 
prior to operation. When I first saw her, her pulse 
was 100, a rhythmical skipping every fourth or fifth 
beat. Her heart sounds were rather feeble, with a 
faint systolic murmur over the mitral area. The 
patient told me that on numerous occasions she had 
suffered from fainting attacks, preceded by short- 
ness of breath and precordial pain. She said that 
she usually responded to stimulants, such as aro- 
matic spirits of ammonia or brandy, but for several 
days after the attack she would feel weak and de- 
pressed. She was put on small doses of strophan- 
thus, together with bromide of strontium and 
strychnine. At the time of her operation, which 
she approached with a good deal of nervousness 
and apprehension, her heart beat was regular and 
rhythmical, 84 to the minute; the rate of her res- 
piration 20 to the minute and free from distress. 
The anesthetic was given by Dr. Bennett, and he 
reported that she took it without any unusual dis- 
turbance. I did a supervaginal hysterectomy and 
removed the uterus, together with a hard fibroid 
about the size of a mandarin orange. The operation 
was done without difficulty, occupying probably half 
an hour. The patient was put to bed in an ap- 
parently good condition, at 11.40 a. m., on Decem- 
ber 31, with a pulse of 128 and her respiration 24. 
She recovered promptly from the anesthetic, and 
was fairly comfortable until the following morn- 
ing, when she complained of some slight dyspnea 
and lack of sleep. At 7.45 a. m., January 1, she 
was given a quarter of a grain of morphine. Her 
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pulse then was 112, temperature 100, respiration 20. 
Passed urine and a considerable amount of flatus 
by tube per rectum. She had a good night and was 
reported as quite comfortable on the morning of the 
second of January, the second day after the opera- 
tion. Her bowels moved satisfactorily in response 
to a dose of citrate of magnesia; pulse 108, tem- 
perature 100, respiration 20. On the evening of 
that day her temperature was 99, pulse 106, respira- 
tion 28. At 3 o'clock on the following morning, 
the third day after the operation, I was called and 
found her with a temperature of 99.6, rapid respira- 
tion, great dyspnea, pulse imperceptible at the 
wrist and the sounds of the heart extremely weak ; 
the first sound being practically obliterated. This 
condition had come on apparently suddenly; the 
patient having been as comfortable as patients 
usually are following hysterectomy, up to the time 
that I was called at 3 o'clock in the morning. The 
patient was very restless and complained of great 
dyspnea. There was some mechanical emesis, 
but no nausea, mouthfuls of colorless fluid coming 
up from time to time. The abdomen was not par- 
ticularly distended, and the bowels had moved and 
flatus had been expelled during the night. Every 
effort was made to stimulate the heart; Dr. Edgar, 
Dr. Bailey, Dr. Rice and myself, all or some of us 
being in constant attendance. But in spite of these 
efforts the patient steadily failed, and 4.30 in the 
afternoon died. 

This case, it seems to me, was a pure cardiac case, 
her death being due to failure of the heart muscle 
to do its work. There was no sepsis, no evidence 
of hemorrhage, no obstruction to the action of the 
bowels, no dilatation of the stomach and no symp- 
toms of any kind which would account for her fatal 
ending, except those dependent upon her cardiac 
condition. I regretted exceedingly that no autopsy 
could be had in this case. 

In striking contrast with these cases are such 
cases as the following: 

Case IV, Mrs. S., 45 years old, a mothervof four 
children, a resident of Staten Island, was referred 
to me by Dr. Sprague one year ago. She had had 
some disturbance of her menstruation and was suf- 
fering from dyspnea, palpitation of the heart, in- 
ability to exercise because of these conditions, slight 
cyanosis of her hands and lips and a general sense 
of weakness and fatigue on the slightest exertion. 
A vaginal examination revealed a uterus filled with 
multiple growths, the whole organ with these 
growths being about the size of a cocoanut. Dr. 
Sprague had had this patient under observation for 
Several years, and was cognizant of the presence of 


these uterine growths. He tell me that they had 
not increased very much during the time that he 
had observed them, that is to say, for two or three 
years. Her menorrhagia was not of a serious type, 
and she did not present the appearance of an 
anemic person. An examination of her blood 
showed a practically normal condition. Examina- 
tion of her heart revealed a rapid pulse rate, a 
rhythmical heart beat and increase in the area of 
cardiac dullness and a feeble apex beat. The heart 
sounds were weak and there was a soft systolic mur- 
mur. I operated on this patient on February Io, 
IQII, removing the uterus with its appendages by a 
supervaginal hysterectomy. She made a prompt 
recovery, and at the time of her departure from the 
hospital her cardiac conditions had materially im- 
proved, that is, within three weeks. Frequent re- 
ports from her and from Dr. Sprague have told me 
that since that time, her general condition, as well 
as her cardiac condition, has steadily improved, and 
that now no evidence of any cardiac disturbance 
can be discovered. She walks up the Staten Island 
hills or down them with comfort and with pleasure, 
with no dyspnea and no palpitation. In a letter 
that I have just received from her, she expresses 
her great gratitude at my having restored her to: 
youth and to health. 

Case V. The benefits to be derived from the re- 
moval of uterine myomata are well illustrated by 
another case, referred to me by Dr. William R. 
Hitchcock. The patient, a young unmarried woman. 
of 25, came to me some five years ago. She had 
some slight menstrual disturbance, characterized by 
an increased menstrual flow with some irregularity. 
She also had marked dyspnea and cardiac-vascular 
disturbances, such as have been repeatedly referred 
to in this article. She was a school teacher, and 
had practically given up her work because of her 
dyspnea and palpitation, which made it difficult 
for her to go to and from the school in the moun-. 
tainous regious of Tioga County. I found upon 
examination that she had multiple uterine fibroids. 
I opened her abdomen and removed 23 small 
fibroids, it being possible to shell out several of 
them through the same small opening in the uterine 
wall. They varied in size from that of a small pea 
to an ordinary marble. She made a prompt re- 
covery, and within a few months reported to me 
that her general condition had improved very much, 
that her dyspnea had left her, and that the palpi- 
tation had practically gone, and that she was about 
to be married, provided that I regarded it as a 
proper thing for her to do. Under my advice she 
married and within a year gave birth to a healthy 
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child, which was soon follow ed by another, and she 
is now a picture of health in every way. No cardiac 
symptoms can be discovered. 


Case VI. Mrs. H., 62 years old, the mother of 
several children, was referred to me by Dr. A. R. 
Stern. Some years before she consulted me, she 
had been curetted for excessive menstruation. 


For several years she had been suffering from 
what is called asthma, and could take practically no 
exercise, because of the shortness of breath and 
palpitation of the heart—even walking up and down 
stairs being a difficult problem. 


Dr. Stern, in a general examination, discovered a 
large abdominal tumor, which he took to be a fibroid. 
She was at the country place of one of her daugh- 
ters at Larchmont, and it was there that I saw her 
with Dr. Stern. I brought her to New York in an 
ambulance, and on June I, 1911, removed by pan- 
hysterectomy the uterus, the site of a six-pound 
intra-mural fibroid. She made a satisfactory re- 
covery and at the end of three weeks returned to 
Larchmont. Her asthmatic symptoms rapidly dis- 
appeared, and she is now free from any cardiac- 
vascular disturbance of any kind. She goes up 
and down stairs easily, takes walks, sleeps well, and 
is as active as any woman of her years. 


I might continue to quote cases illustrative of the 
benefit which comes to these patients after opera- 
tion, until you become wearied with them, but I can 
assure you that in my experience, which is not 
small, practically all of these patients operated on 
before the menopause recover promptly from these 
cardio-vascular disturbances after the uterus with 
its tumors, or the tumors without the uterus, have 
been removed. These facts compel me to believe 
that it depends upon the presence of some toxine or 
some poisonous product of some sort in the blood 
developed by, or coincident with, the development 
of the uterine tumor. 


Cyanosis 1n Nitrous Oxme-Oxycen NARCOSIS. 


Under the influence of this anesthetic there is 
increased blood pressure. The gravity of this con- 
dition depends very largely, however, upon the 
amount of cyanosis which is permitted and upon 
the degree to which rebreathing is allowed. When 
properly administered there is practically no cya- 
nosis and the venous hemorrhage is of little or no 
consequence.—PALuEL J. Face, in the New York 
State Journal of Medicine. 


CHOLECYSTOSTOMY.. VERSUS... CHOLE- 
CYSTECTOMY. 
_Lours Frank, M.D., 
Proteeanr of Abdominal Surgery and Gynecology 
in the University of Louisville, Medical 
Department. 


LOUISVILLE, KENTUCKY. 


The literature of cholelithiasis, which is exceed- 
ingly voluminous, possesses many features of ab- 
sorbing interest. According to medical history, 
the first instance in the genus homo in which 
calculi were surgically removed from the gall 
bladder was by Fabricus Hildanus in 1618, and 
from that early period to the present there has 
been no cessation of surgical activity in this con- 
nection, contributions to the literature in the in- 
terim having been so numerous and diversified 
that even a tabulated list thereof would require 
more space than can be accorded this entire dis- 
sertation. 

Since the days of Hildanus, and the necessarily 
crude surgical technic of that period, there have 
naturally been made many improvements in op- 
erative methods, not only with respect to surgery 
of the bile passages, but in every other correlated 
department of surgical practice; likewise, the etio- 
logical and pathological aspects of cholelithiasis 
have undergone extensive evolutionary progression 
during the last few decades. While the operative 
technic may not even to-day be considered insus- 
ceptible of further advancement toward the acme 
of perfection, the statement at least seems warranted 
that gall bladder surgery at the inception of the dis- 
ease has become the safest of all abdominal opera- 
tive procedures, not even excepting oophorectomy, 
and the immediate mortality is practically nil in the 
hands of experienced surgeons. 

There has been discussion and controversy with- 
out end as to the most rational method of treat- 
ment of cholelithiasis, especially after it has become 
apparent that there has occurred the formation of 
calculi within the gall bladder or its ducts. Many 
internists have persisted in the contention that by 
the liberal internal administration of olive oil and 
other remedies it is possible to induce dissolution 
or fragmentation of the calculi in vivo, thus per- 
mitting and facilitating their expulsion per vias 
naturales, the surgeon and the thinking internist 
being certain in the premise that not a single ex- 
ample of undoubted gallstone formation, either 
within the gall bladder or its ducts, has ever been 
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in the least influenced, favorably or otherwise, by 
the administration of internal remedies. 

There can properly be no purely medicinal treat- 
ment of biliary calculi (or, perhaps, more correctly 
speaking, gall bladder infection), cholelithiasis, 
per se, being now, as it has aways been, a surgical 
affection, remediable only by the intelligent appli- 
cation of modern surgical principles. The proper 
operative procedure has for its ultimate object the 
removal of calculi, if any be present, and the resto- 
ration of normal gall bladder function. 

It is admitted without disputation that wherever 
infection may exist within the human organism, 
the primary and essential indication is adequate 
drainage, and gall bladder infection is not entitled 
to exception to the general rule. The hypothesis 
appears reasonably proven that infection precedes 
biliary calculi in every instance; in other words, 
without infection their formation never occurs 
within the gall bladder or its ducts. Therefore, 
the question of requisite drainage is always one 
of paramount importance; indeed, it is the sine 
qua non in the intelligent management and treat- 
ment of gall bladder infection, the removal of 
calculi when present being only of secondary im- 
port, except where it has been demonstrated that 
there exists obstruction of the ducts by reason 
thereof, when, of course, removal of the biliary 
concretions becomes the first consideration, in order 
that existing obstruction may be thereby overcome. 

Cholecystectomy is comparatively seldom indi- 
cated in the treatment of gall bladder infection, al- 
though it constitutes an operation which has its 
legitimate field of usefulness. At the same time 
its contraindications and limitations must not be 
underestimated nor overlooked. This operative 
procedure was suggested and performed for the 
cure of gallstones prior to the beginning of the 
eighteenth century, and Herlin, et al., many years 
later advocated and practised the procedure in all 
instances where calculi were demonstrably present, 
under the evident belief that the function of the 
gall bladder could not be restored and therefore it 
should be extirpated. And, in passing, it may be 
interesting to observe that not a few prominent 
surgeons at the present time persistently adhere 
to this erroneous teaching. In making this state- 
ment I have not overlooked the truth of the 
premise that when calculi have formed in the gall 
bladder or its ducts, being foreign. bodies, they 
may act as an irritant, and thus prolong the inflam- 
mation and pre-existing infection, nor that the irri- 
tation incident to their presence may stimulate the 


development of malignant disease. I am aware 
that in eighty-four cases of primary carcinoma of 
the gall bladder Courvoisier found calculi present 
in seventy-two, and that in one hundred examples 
of biliary calculi Musser found carcinoma present 
in sixty-nine. However, these statistics cannot be 
regarded as invalidating the argument against in- 
discriminate cholecystectomy. 

The presence of calculi mechanically interferes 
with drainage of the gall bladder, and may even- 
tually induce serious sequel, e.g., empyema, com- 
mon and cystic duct obstruction, fistulae, gangrene, 
etc., but even under such circumstances surgical 
drainage and not cholecystectomy is usually the 
most rational method of treatment. It is well 
known that the musculature of the gall bladder is 
inadequate to insure perfect and complete empty- 
ing of the viscus, and the natural tendency is for 
the bile to flow into rather than from the gall 
bladder; therefore, when infection has taken place 
the indication for surgical drainage is imperative. 
As a result of infection and the formation of 
calculi the trauma and continuous inflammation 
may produce stenosis of the bile ducts, so that to 
insure the greatest benefit to the patient early in- 
cision and drainage should be practised. In any 
event, under circumstances such as those cited, the 
futility of medical treatment by olive oil and other- 
wise becomes readily apparent, and benefit can be 
reasonably expected to accrue only from assisting 
nature by incision and drainage. This statement 
applies with equal force to all gall bladder infec- 
tions, with or without the presence of complicating 
calculi. 

The proposition appears susceptible of reason- 
able substantiation that even though calculi be 
surgically eliminated from the gall bladder and its 
ducts, unless adequate drainage be instituted and 
maintained for a considerable length of time, i.e., 
until the discharged bile is free from bacteria, 
complete restoration to the normal is seldom at- 
tainable. According to a recent author (Smith) 
drainage is recognized as the one dependable pro- 
cedure in the treatment of localized infections, and 
must be looked upon as the essential element in the 
surgery of the gall bladder and its ducts. By early 
incision and the institution of free drainage, it is 
possible to prevent the more serious complications 
and sequel incident to the terminal pathology of 
gall bladder infection. 

As already intimated, it is my conviction that 
cholecystectomy is rarely indicated in gall bladder 
infection, although I recognize that the operation 
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is imperatively demanded under certain circum- 
stances and conditions. If the diagnosis be made 
early and adequate drainage established it is al- 
ways possible to preserve the gall bladder and re- 
store its normal function. It has been repeatedly 
observed after cholecystectomy that the bile ducts 
become markedly dilated, proving that the gall 
bladder serves a more important function than 
merely the storage of bile, viz., that it assists in 
regulating pressure of the biliary secretion in the 
hepatic and common ducts, the pancreatic duct, etc. 
This is an important feature which should cer- 
tainly not be disregarded in considering the treat- 
ment of gall bladder disease. 

While even so eminent an authority as Moynihan 
(1902) advocates cholecystectomy as a routine 
procedure in cholelithiasis, I believe this is at vari- 
ance with established facts proven by modern 
surgical experience, although I appreciate that the 
teachings of Moynihan are implicitly followed by 
many of the foremost surgeons. 

Guided by a clinical and operative experience of 
over twenty years, I am convinced that the most 
rational treatment of gall bladder infection, with 
or without the presence of complicating calculi, is 
pre-eminently early incision and drainage, and that 
cholecystectomy should be resorted to only under 
the following circumstances and conditions: 

(1) Following the infliction of trauma so severe 
as to necessitate extensive resection of the gall 
bladder, i.e., rendering preservation of a func- 
tionating portion thereof impracticable. 

2. In extensive gangrene causing practical de- 
struction of the gall bladder or its ducts, thus ren- 
dering future function impossible. 

(3) In chronic cholecystitis where the gall blad- 
der is markedly thickened (shriveled or puckered), 
or so universally adherent to surrounding struc- 
tures that it is functionless. 

(4) For the elimination of a persistent mucous 
fistula, i.e., one of six to eight months’ duration, 
following previous operation upon the gall bladder 
or its ducts. 

(5) In primary carcinoma. 

While long incarceration of calculi may produce 
stricture of the bile ducts, experience has shown 
that after removal of the calculi and the institution 
of adequate drainage, the stricture may finally dis- 
appear and the ducts resume their normal condi- 
tion and function. Even where there exists a 
fistula between the gall bladder and the stomach 
or duodenum, cholecystectomy is contraindicated, 
unless an impermeable stricture exist in the cystic 


duct. Likewise, where the gall bladder has rup- 
tured, or has become perforated from any cause, 
if its walls be properly sutured and the viscus 
drained, successful results oftentimes ensue, and 
in acute empyema of the gall bladder the condition 
for which cholecystectomy has so frequently been 
recommended and practised, the operation is rarely 
if ever, indicated as a primary procedure. 

In support of the foregoing contentions, the fol- 
lowing illustrative examples are offered.* They 
represent considerable variety in gall bladder 
pathology, and the favorable results secured ap- 
pear to amply justify the operative methods pur- 
sued. 


Cas—E I—Female: Had long suffered from 
chronic bronchitis, had pneumonia several times, 
was exceedingly frail and had practically been an 
invalid for a number of years. Ten days ago 
severe colicky abdominal pain developed, followed 
by nausea, the temperature ranging between gg deg. 
and 101 deg. F. The following day there was a 
chill and the temperature rose to 105 deg. F., pulse 
112. Pain became more marked radiating toward 
the back, and a well-defined mass was detected in 
the right side of the abdomen. 

A provisional diagnosis of obstructed gall blad- 
der had been made by the family physician, and in 
consultation I concurred therein, advising imme- 
diate operation notwithstanding the advanced age 
(seventy-five years) and unfavorable physical con- 
dition of the patient. Accordingly the abdomen 
was opened by a three-inch incision through the 
right rectus muscle. The liver was found cirrhotic 
and extended four inches below the costal margin; 
the gall bladder was markedly distended and con- 
tained a tar-like substance, cholesterin crystals, and 
three irregularly faceted black calculi, one of which 
partially occupied the cystic duct. A drainage tube 
was sutured in the gall bladder and the abdominal 
incision closed around it, the operation being com- 
pleted within twenty minutes. 

Bile flowed freely through the drainage tube, 
which was removed in ten days, the bile having 
then become clear: The patient remained in the 
hospital three weeks, and made a complete rerovery. 

Case II.—Female: Had been seen a number of 
times previously. Twenty years before I treated 
her for Raynaud’s disease (from which she lost 
three toes), and also for tertiary syphilis a number 
of years ago. According to the history obtained 
she had typhoid fever and pneumonia thirteen years 
previously. However, I had not seen her for sev- 
eral years until the present attack, when she had 
been ill three days with abdominal pain and vomit- 
ing. After two days the pain became localized in 
the upper right side of the abdomen. Her tem- 
perature was 102 deg. F., pulse irregular. A large 
mass was detected in the gall bladder region. 

Provisional diagnosis—acute cystic duct obstruc- 

“Some of the examples included herein have been briefly re 


ported before the local medical societies and published in their trans 
actions, the others have not heretofore appeared in print.—L. F. 
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tion and suppuration within the gall bladder. She 
was sent to the hospital at once and subjected to 
operation the following day, ice packs having been 
continuously applied to the abdomen in the mean- 
time. Incision disclosed a large tumor covered by 
omentum, the colon and duodenum being adherent 
thereto. The adhesions were carefully separated, 
and after protecting the cavity with gauze, the gall 
bladder was tapped with a trocar and four ounces 
of bile-stained purulent fluid withdrawn. Flakes 
of fibrin covered the outside of the gall bladder, and 
the mucosa resembled what used to be called “pyo- 
genic membrane.” Palpation revealed a calculus 
in the cystic duct near the gall bladder, which was 
quickly removed. Inspection of the gall bladder 
showed the interior reddish-blue in color. A drain- 
age tube was sutured in the gall bladder and allowed 
to remain in situ for twelve days. 

Sixteen ounces of bile discharged during the first 
twenty-four hours, which at first was turbid and 
contained numerous floculi, but afterward became 
clear and the twelfth day the drainage tube was 
removed. The patient remained in the hospital two 
weeks, making a satisfactory recovery. 

Case II].—Female: Was first seen by me five 
years ago at the termination of what was presumed 
to be an attack of acute appendicitis. The appen- 
dix was acutely inflamed and was accordingly re- 
moved. The gall bladder was palpated at that time, 
but nothing abnormal found. However, it appears 
from the subsequent history that this must have 
been erroneous. The patient had no further trouble 
until two years ago when she began to suffer from 
what she described as “stomach complaint.” She 
was referred by the family physician with the state- 
ment that she was unable to eat without causing 
serious discomfort. After examination it was 
thought she had gallstones, and it was advised that 
the abdomen be reopened. However, the advice 
was disregarded, and the patient returned home. 
Repeated gastric lavage was practised by her phy- 
sician, and the patient was otherwise treated by rest 
in bed, etc., thereby securing temporary relief, but 
tne discomfort shortly returned. 

A few months later the patient began vomiting 
blood, and was again referred to me. Another 
thorough examination and careful consideration of 
the past history induced the conclusion that the 
previous diagnosis was erroneous, and that the 
patient must have a gastric or duodenal ulcer. 
Accordingly she was sent to the hospital for further 
observation, where gastric analysis apparently con- 
firmed the diagnosis. It must be remembered that 
this woman had several times vomited blood, and 
that her stomach had been washed frequently since 
then, although there had at no time been any active 
hemorrhage. Her appetite was at times almost mil, 
at others insatiable; she suffered with pain over the 
eyes and in the lower part of the head; she slept 
badly on this account and in the morning her ab- 
domen “always felt sore,” as she expressed it. She 
was exceedingly nervous, and had lost twenty 
pounds in weight. Considering all the symptoms 
in connection with the previous history it was be- 
lieved that the patient suffered from gastric ulcer, 


and operation was again advised, which was re- 
fused. She returned, however, about two weeks 
later, and having agreed to the operation, was again 
sent to the hospital. 

When the abdomen was opened by a high incision 
the first thing which came into view was a distended 
gall bladder filled with calculi. One-hundred and 
thirty-eight stones were removed, one large calculus 
being impacted in the cystic duct. The stomach 
was inspected and found free of scars, as were also 
the duodenum and pylorus. The gall bladder walls 
were apparently but little thickened. A drainage 
tube was sutured in the gall bladder and brought 
out through a stab-wound and the abdominal in- 
cision closed. 

Bile discharged freely through the tube for ten 
days and then ceased. The drainage tube was re- 
moved in twelve days and the patient made a satis- 
factory recovery. 

Case IV.—Female: Chief complaint, soreness 
in upper right quadrant of the abdomen. She came 
to Louisville from the country with the diagnosis 
of recurrent appendicitis, having suffered two or 
three previous attacks. Her temperature was 103 
deg. F., and there was considerable abdominal dis- 
tension. A mass was apparent in the upper right 
side of the abdomen, and diagnosis was made of 


‘cholecystitis, probably with gallstones. 


The abdomen was opened through the right rec- 
tus muscle, the incision extending six inches from 
the costal margin, and sixty-eight calculi were re- 
moved from the gall bladder. A drainage tube was 
sutured in the gall bladder, and the abdominal in- 
cision closed. There occurred no discharge of bile. 
This woman had been ill a week before coming to 
Louisville, and the stomach contents had been ex- 
amined, but nothing abnormal was revealed. The 
gall bladder was greatly thickened, and a probe 
could not be inserted into the cystic duct. The 
patient was septic and her condition so serious that 
it seemed unjustifiable to continue manipulations 
longer than absolutely necessary. Therefore, after 
fifty minutes it wes deemed wise to close the ab- 
domen, and if later obstruction was demonstrated, 
to advise a secondary operation for opening the 
cystic duct. 

On the sixth day after operation bile flowed 
freely through the tube, and when it became free of 
bacteria the drainage tube was removed and the 
opening allowed to close. After remaining in the 
hospital two weeks the woman completely recovered. 

Case V.—Female: Had been under my observa- 
tion for two years, having been seen three or four 
times in the interim. She presented all the classical 
symptoms of gallstones. 

When the gall bladder was opened no calculi 
were found, but the gall bladder was markedly dis- 
tended by a dark-colored tenacious, turbid fluid 
mixed with bile. The gall bladder mucosa had the 
characteristic appearance of infection. Enlarged 
glands were found about the neck of the gall blad- 
der, and also along the common duct. A drainage 
tube was sutured in the gall bladder and brought 
out at the lower angle of the wound, and the ab- 
dominal incision closed around it. The patient 
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made a good recovery, all pain disappeared, and she 
remains at least symptomatically well. 

VI.—Male: Chief complaint profound 
jaundice. Formerly used alcohol to excess, but had 
mot done so during the last few years. Five 
months before being seen there developed a dull 
aching’ pain in the right side of the abdomen, ac- 
companied by vomiting, which persisted two or 
three days. He remained fairly well thereafter 
until January, 1911, when he had a severe attack 
of abdominal pain which lasted two weeks. Since 
then there had been a constant aching sensation in 
the abdomen, more marked in the median line be- 
tween the umbilicus and costal margin radiating 
toward the left. Pain occasionally almost entirely 
disappeared, only to return the following day. No 
vomiting occurred after the first attack: The pa- 
tient continued at work until pain became so intense 
as to compel him to take to his bed. Jaundice had 
increased during the last few weeks. There had 
been some fever, but no chills ; temperature 102 deg. 
F., appetite poor, and the patient had lost fifty 
pounds in weight. 

Examination disclosed a well-defined mass in the 
upper right side of the abdomen. Provisional diag- 
nosis, peri-cholecystitis with calculi obstructing the 
common duct. Another physician who examined 
this patient diagnosed hepatic cirrhosis, and stated 
that operation was not required. However, the 
man entered the hospital and was operated upon the 
following day. 

Incision through the right rectus muscle, begin- 
ning at the costal margin, revealed the omentum 
adherent to the liver, gall bladder and adjacent 
viscera. The liver was dark in color, mottled and 
enlarged. After the omentum was separated from 
the edge of the liver it was found that the gall blad- 
-der was perforated at its fundus, adherent to the 
-under surface of the liver, and about an ounce of 
‘pus mixed with bile and dark grumous material 
-escaped therefrom. No calculi could be detected 
by palpating through the adhesions, which were not 
completely separated. A drainage tube was: su- 
tured in the ‘gall bladder, and drainage was also 
established in the renal fossa and lesser peritoneal 
cavity. 

Bile discharged through the drainage tube for 
ten days and then ceased. The sinus which re- 
mained open discharged an ounce of pus mixed 
with mucus during each twenty-four hours for a 
week longer, and it is presumed there occurred 
temporary cicatricial stenosis of the ducts. How- 
ever, the discharge of bile indicates that there was 
no obstruction at time of the operation. There 
may have occurred subsequent contraction, followed 
by cicatricial stenosis in the infected area during 
absorption of the infectious material. 


The sinus finally closed, the patient having no 
further symptoms, and made a complete recovery, 
gaining over fifty pounds in weight within a few 
months. 

Case VII.—Male: Seen in April, 1911. No 
history of previous disease except typhoid fever 
“three years before. Had been ill two days, during 


which time he was under the care of the family 
physician, According to the information obtained, 
there was first noted sudden, acute, cramp-like pain 
in the upper right side of the abdomen, which later 
became localized in the right iliac fossa slightly 
above the characteristic point of McBurney, foi- 
lowed by nausea and vomiting. He vomited sey- 
eral times during the afternoon, and at night after 
partaking of a light meal, again vomited. The 
patient was unable to walk, his right leg being 
flexed on the abdomen. A diagnosis of appendicitis 
was made and ice packs applied to the abdomen. 

I saw this patient the following afternoon, and 
considering the history elicited, concurred in the 
diagnosis. The patient’s temperature was then 102 
deg. F., and there was an area of exquisite tender- 
ness over the right iliac fossa extending toward the 
umbilicus, but no tenderness nor rigidity of the ab- 
domen elsewhere. The man was sent to the hospi- 
tal at once, under the belief that immediate surgical 
intervention was indicated, and he was operated 
upon the same night. 

Abdominal palpation after administration of the 
anesthetic disclosed a mass extending from the right 
costal margin downward below the umbilicus, which 
was evidently either an abnormally high appendic- 
eal absess, or a markedly distended gall bladder. 

Accordingly a high incision was made which re- 
vealed a much distended gall bladder, dark blue- 
and-red in color and mottled, i.e., the color which 
usually precedes death of the structure, with the 
intestines and omentum adherent thereto. The 
cavity was protected with gauze, the gall bladder 
being then opened and drained of eight ounces of 
pus mixed with bile and mucus. A probe was 
passed into the cystic duct, and it was noted that the 
bile flowed backward. No calculi were discovered 
in the ducts. A drainage tube was sutured in the. 
gall bladder, transperitoneal drainage was also es- 
tablished by a wick in the renal fossa and the ab- 
dominal incision closed. 

The walls of the bile duct were found markedly 
thickened, and as a result of infection and swelling 
of the mucosa the circulation in the gall bladder had 
been almost completely obliterated. There was no 
hemorrhage from the cut surfaces, except from the 
gall bladder mucosa. Although the conditions 
seemed decidedly unfavorable, it was believed by 
prolonged drainage that the gall bladder could be 
preserved, therefore cholecystectomy was not per- 
formed. The drainage tube was removed in ten 
days, but a fistula persisted for nearly six weeks, 
and the opening then closed. However, it re- 
opened later, and there was a discharge of mucus 
for a few days, probably due to temporary cicatri- 
cial obstruction. After recovering from the opera- 
tion this patient suffered a typical attack of pneu- 
monia, and later a virulent attack of tonsilitis, but 
he finally made a good recovery and returned to his 
work, 

Case VIII.—Female, mother of eleven children; 
gave history of diphtheria, scarlet fever and peri- 
carditis. About ten years ago there occurred an 
acute, cramp-like pain in the abdomen, especially 
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severe in upper right quadrant, followed by éxtreme 
nausea and belching. ‘ Pain radiated ‘toward the 
right shoulder and, according to the history, lasted 
“several months.” There was a similar. attack 
seven years ago, at which time the patient was ill 
five months. A third attack five years ago was 
accompanied by jaundice lasting five or six months. 
Since then there have been numerous similar at- 
tacks with jaundice persisting several months, the 
most severe of which was about two years ago, the 
patient being ill from October, 1909, to February, 
1910. The patient has always been constipated. 
During last two attacks she was treated by an 
osteopath. 

During the past summer the patient had a feel- 
ing of distress after eating, i.e., fullness, belching, 
etc., and three weeks ago present attack began with 
cramp-like pain in gall bladder region radiating 
toward right shoulder. Jaundice had persisted a 
week or ten days. 

Incision through upper right rectus revealed the 
liver extending downward on a line with the umbili- 
cus; the gall bladder was adherent to the liver and 
omentum, and there were veil-like adhesions over 
the gall bladder down to the cystic duct, and from 
the fundus to the parietal peritoneum. The dis- 
tended gall bladder contained two large and thirteen 
small faceted calculi, also some bile and mucus; the 
walls were thickened and infiltrated ; the cystic duct 
was hard and fibrous. The gall bladder and cystic 
duct were opened on account of a hard mass being 
felt, which proved to be the infiltrated wall. The 
duct was closed, the gall bladder being drained by 
a rubber tube, and a cigarette drain was also placed 
down to the neck of the gall bladder, and the ab- 
dominal incision was closed above and below the 
drains. 

The patient had an uninterrupted convalescence 
and left the hospital in three weeks entirely re- 
covered. 

Case IX.—Male: had typhoid fever at age of 
nineteen years followed by pneumonia; neuritis of 
left arm two years ago. Was operated upon for 
fistula in ano three years ago. In 1897 had an 
attack of renal colic, with severe pain along the 
ureter, and patient thinks he “passed a stone from 
the kidney through the ureter.” No urinary symp- 
toms since then. Six years ago suffered with acute 
cramp-like stabbing pain in region of gall bladder 
which was relieved by chloroform. Pain was fol- 
lowed by nausea and vomiting, the attack persist- 
ing two or three days. Three weeks later another 
similar attack with slight evidence of fever. For 
the next four years he had ten or twelve attacks a 
year each lasting a few days. On March 109, I9QII, 
he had an attack, and another on March 23. 

Present illness began October 28, 1911, with 
acute cramp-like pain in gall bladder region radiat- 
ing toward right shoulder, followed by nausea and 
vomiting. Heroin gave relief, but when he awak- 
ened there was a dull pain over the gall bladder, 
which later became severe and cramp-like, and 
which he said “felt as though the gall bladder was 
pushing a stone out which would go so far and no 


further.”: Theré has been no jaundice, during any 
of the attacks.’ Bowel functionnormal since’ last 
March, and appetite good until present ‘attack.!°°~! 

A five-inch incision through upper right».rectus 
revealed gall bladder covered with omental. adhe- 
sions, also adherent to under surface of the liver, 
with the omentum also adherent to the liver. On 
opening the gall bladder it was found to contaiti 4 
pale creamy serum with mucus and pus, and one 
large acorn-shaped calculus rough at either end 
which was in the neck of the cystic duct where it 
opened into the gall bladder. The walls of the gall 
bladder were soft, friable and edematous. A rub- 
ber tube was placed in the gall bladder proper, with 
a rubber-covered gauze wick extending down to the 
neck, a strip of gauze also being placed around the 
fundus.’ The abdomen was then closed above and 
below the drains. 

The patient made a good recovery and left the 
hospital in three weeks. 


THE DIAGNOSIS OF APPENDICITIS.* 
FrepDerIC C. Parrarp, M.D., 
BROOKLYN, N. Y. 


For 25 years appendicitis has been observed care- 
fully in thousands of cases. What seemed a myste- 
rious disease lost many of its terrors as our experi- 
ence grew, and now we are able to make an accurate 
diagnosis in a great majority of cases. The symp- 
toms, while occasionally vague and misleading, are 
now comparatively plain to the trained observer. 

If one reason from the anatomy and physiology 
of the organ the symptoms of the inflammation are 
in a vast majority of cases much as one would ex- 
pect. The missed diagnoses are in most cases due 
to the mistake of clinging to one essential symptom 
as an infallible guide. 

A judicial attitude, carefully weighing the relative 
value of the sometimes apparently conflicting symp- 
toms, excluding other conditions resembling ap- 
pendicitis, is essential to a proper decision. The 
importance of the diagnosis in appendicitis is para- 
mount, the establishment of the existence of the dis- 
ease in the opinion of the truly conservative 
surgeon means excision of the appendix. 

The consideration of the diagnosis of appendicitis 
may be briefly divided into: 

1. Malposition and involution of the appendix 
(Lane kink). 

2. Acute appendicitis. 

3. Chronic appendicitis. 

1. Malposition of the appendix with normally 
placed cecum was first brought to our attention by 
Blake; involution, by Robert T. Morris. The diag- 


*Read before the Brooklyn Medical Association, December 138, 
1911. 
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nosis rests upon the occasional colicky pain, dis- 
tention of the ileum, constipation or diarrhea, and 
local tenderness in the right iliac region, with the 
absence of the signs of acute inflammation. It is 
a question whether some of these cases are not 
really cases of enteroptosis in neurasthenics and 
whether the relief derived from the operation is 
not due to the rest and light diet in bed, rather than 
as the result of the operation itself. If the cecum 
has failed to descend into the right iliac fossa, the 
fetal type persists, and symptoms may be referred to 
the right hypogastrium. The so-called Lane kink 
and angulation of the ileum close to the cecal valve 
is, I believe, rare in this vicinity. 

2. Acute Appendicitis—It may be well to con- 
sider first the natural history of acute appendicitis 
and then the complications that accompany a 
virulent infection or unfavorable local conditions. 
Seventy to eighty per cent. of these cases are under 
30 years of age; more males than females are af- 
fected. The disease begins with a more or less 
general abdominal discomfort, the greatest pain 
and tenderness being frequently in the epigastrium. 
This is accompanied at times by gastro-intestinal ir- 
ritation, and we notice vomiting, diarrhea, or more 
frequently constipation. The temperature usually 
rises to not more than 101° or 102°. The height of 
the fever is governed by the area of tissue involved, 
the virulence of the infection, the presence of 
peritoneal involvement, and it is increased by the 
exudate being of sufficient amount to create pres- 
sure in the lumen of the appendix. Perforation of 
the appendix usually results in a drop of tempera- 
ture even to subnormal, together with a relief to 
the pain which may last for a few hours, after 
which the temperature goes up again on account of 
the involvement of the peritoneum. A_ small 
amount of pus under high pressure causes more 
fever than a greater amount under low pressure. 
Too much reliance must not be placed on the tem- 
perature. Absence of fever may occur with a 
gangrenous appendix. 

Pulse.—The pulse rate is increased. So long as 
the process is confined to the appendix the rate is 
usually well under 100. If the pulse rate is around 
100 or over, bacterial invasion of the peritoneum or 
perforation may be reckoned as probable. How- 
ever, as the result of reflex vagus irritation, cases 
of gangrenous appendicitis occasionally are seen 
with a pulse of 70 or 80. The pulse is a more re- 
liable guide than the temperature, frequently giving 
some general idea as to the extent and severity of 


the inflammation. 
Respiration.—This bears the usual ratio to the 


pulse unless the peritoneum is involved, shallow, 
rapid breathing common to that condition. 

Rigidity—The rigidity of the right rectus 
muscle, later spreading to other abdominal muscles, 
is indeed a valuable sign. This is usually an early 
sign, and in most cases betrays the location and ex- 
tent of the underlying inflammation. Its presence 
is to my mind conclusive of peritoneal irritation in 
the region of the appendix. On the other hand, 
as abdominal muscular rigidity is caused by a re- 
flex contraction produced by irritation of the 
parietal peritoneum, it follows that in cases of retro- 
cecal, extra-peritoneal and pelvic appendices, one 
may find a considerable amount of inflammation in 
the appendix with no rigidity in the rectus muscle. 
The absence of rigidity, therefore, does not exclude 
the presence of inflammation in the appendix. 

Tenderness.—The eliciting of this symptom is 
one that may tax the skill of the examiner. The ut- 
most gentleness must be employed. It is well to 
begin the palpation in some quadrant remote from 
the appendix. When tenderness is complained of 
by a patient the examiner should endeavor to dis- 
tract his attention and again palpate other parts, 
coming back to the suspected region. If this is 
done with care and tact a point of local tenderness 
in the right iliac fossa may be made out. Compare 
both sides of the abdomen. This sign to my mind is 
conclusive evidence that the appendix is not normal. 
If the appendix is pelvic, a rectal or vaginal ex- 
amination may be necessary to elicit the tenderness. 
A pelvic examination in women is, of course, im- 
portant. 

Mass.—The existence of a mass, tender, not hard, 
of recent origin, in the region of McBurney’s point, 
together with the history, renders the solution easy. 

Blood Examination.—The general opinion is that 
a relative increase of the polymorphonuclear leu- 
cocytes is indicative of an appendicitis if taken in 
consideration with other symptoms. By itself, how- 
ever, its value is at least doubtful. 

The subjective symptoms of acute appendicitis 
vary from slight discomfort in the right iliac region 
to very considerable pain all over the abdomen. This 
pain varies with the tensions of the intra-appendi- 
ceal exudate and the presence and extent of bac- 
terial invasion of the parietal peritoneum. Inva- 
sion of the peritoneum over the bladder may give 
rise to vesical irritation or retention. There may 
be reflex contraction of the psoas muscle and a 
limp. The subjective symptoms are frequently 
misleading, and in these days when the laity is 
fairly convinced that pain in the right iliac region 
means appendicitis, much care and tact must be 
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used to get the facts in the history. Previous at- 
tacks of the same pain are, of course, suggestive but 
they are not conclusive. The diagnosis is best made 
from a careful physical examination, which in- 
cludes rectal or vaginal examination, the bladder 
and rectum being emptied if necessary. 

Curonic APPENDICITIS. 

The symptoms are as one might expect, viz., those 
of acute appendicitis in a milder form. But, added 
to these there may be more or less vague reflex dis- 
turbances. The symptoms of acute appendicitis oc- 
casionally appear in a case of chronic appendicitis 
and change the clinical picture alarmingly in a few 
hours. In a real chronic appendicitis the most 
constant, and frequently the only, symptom is the 
local tenderness which is usually accompanied by a 
dull aching pain referred to McBurney’s point or to 
Morris’s point. The temperature and pulse are 
normal, with rigidity usually slight or absent and 
the blood changes insignificant. The reflex symp- 
toms are important and may overshadow the local 
tenderness. They are usually referred to the epi- 
gastrium. Here pain, which may be severe and 
colicky, accompanied by belching, nausea, vomiting, 
which may be bloody, have been noted. In these 
cases the results of appendicectomy are especially 
brilliant, as the reflex symptoms subside after the 
operation. 


DIFFERENTIAL DIAGNOSIS. 

1. Herpes Zoster. Rarely confused; pain is 
sharper and more burning; absence of rigidity fol- 
lowed by appearance of vesicles. 

2. Mural abscess or hematoma or gumma of ab- 
dominal wall. Here the history, superficial posi- 
tion of mass and, in the case of lues, other lesions 
and positive Wassermann reaction, will clear things 
up. 

3. Tabes. Rarely the girdle pains might puzzle 
one. The examination for other signs of tabes as 
a routine measure is no bad idea in this as in other 
abdominal conditions, and it will obviate embarrass- 
ment. 

4. Movable kidney causes pain and tenderness, 
also in the loin, and the kidney may be felt pro- 
lapsed. 

5. Stone in the kidney or ureter. Tenderness is 
also over the loin in the kidney stone. Characteris- 
tically, the pain shoots into the groin and testicle 
more than in appendicitis. It often stops suddenly. 
Stone in the ureter may be deceptive. It causes 
local tenderness, but the urine and #-ray are usually 
sufficient to clear the diagnosis. 

6. Glenard’s Disease. As this condition is fre- 
quently associated with mucous colitis and is fre- 


quently combined with or results in neurasthenia, it 
is exceedingly important to differentiate between 
this condition and appendicitis. I believe a great 
many of the unsatisfactory results after the ex- 
cision of the appendix may be fairly attributed to 
this condition. These are the cases which require 
time, study, x-ray examination, to exclude pretty 
definitely other conditions before a decision to 
operate should be made. The pains are more in- 
definite than in appendicitis, there are usually reflex 
symptoms impossible to attribute to the appendix, 
colitis, and tenderness over the colon; and it will 
tax the surgeon’s skill and judgment to arrive at a 
satisfactory conclusion even with the help of a good 
radiographer’s opinion. 

7. Constipation may resemble appendicitis a good 
deal. Tenderness is not so well localized. The 
blood count will help, and the emptying of the 
colon will settle the diagnosis. 

8. Tuberculosis of the cecum and tabes mesen- 
terica are not infrequently mistaken for appendicitis. 
A careful history, physical examination, greater 
area of tenderness and pain, larger mass of longer 
duration and greater hardness, as differentiating, are 
suggested. Von Pirquet’s test is of value in chil- 
dren. 

9. Cholecystitis may be confounded with a high 
appendix. Here the history of jaundice, gallstone 
colic, greater severity of pain will be of help. 

10. New growths in the cecim may be ruled out 
by the gradual onset of symptoms, x-ray and bis- 
muth examinations, cachexia, hardness of mass, 
visible peristalsis. Colitis in a previously healthy 
person is suggestive of carcinoma, and metastases 
should make a distinction possible. 

11. Tuberculous peritonitis without much serious 
exudate might be confounded with appendicitis. 
Here, however, the doughy feel of the abdomen, 
the irregular spots of tenderness, with other signs 
of tuberculosis will decide between the two con- 
ditions. 

12. Typhoid fever has gradual onset, no leucocy- 
tosis, positive Widal reaction, more fever, and ten- 
derness not so well localized. 

13. Sigmoid diverticulitis has much the same 
symptomatology as appendicitis, but on the left side. 
X-ray would show prolapsed sigmoid if on right 
side. 

14. Intussusception present sausage-shaped 
tumor and blood in stools. 

15. Extra-uterine pregnancy may be confounded 
with a pelvic appendicitis. Here the history of 
amenorrhea, the mass in the broad ligament, truly 
pelvic, and not extending so far to the right side as 


12, 

W, 
us 

ly 

X- 

ce 

in 

d, 

e- 
he 

in 
e. 
e 

is 

of 

S, 
iS 

e 


AMERICAN 
JOURNAL oF Surcery. 


DISPLACEMENTS. 


May, 1912, 


in appendicitis, together with the pains of rupture, 
and with the signs of internal hemorrhage will serve 
to distinguish this condition. 

16. Ovarian cyst with twisted pedicle. This 
condition is an illusive one and is easy to mistake 
for appendicitis. The round tumor, usually mov- 
able, the greater intensity of pain are usually enough 
to distinguish between the two. 

17. Salpingitis. The symptoms of | salpingitis 
may resemble those of appendicitis a great deal. 
Pelvic bimanual examination will usually make the 
diagnosis, The inflamed tube may be felt and the 
points of rigidity and tenderness are lower than in 
appendicitis. In Neisserian salpingitis an eosino- 
philia is fairly constant. The presence of a large 
exudate with intestinal adhesions may render the 
exact diagnosis impossible. 

18. Pneumonia. Higher fever, 
tenderness, not so well localized. 

19. Gonorrheal epididymitis has been mistaken 
for appendicitis. 

In conclusion, the differential diagnosis of ap- 
pendicitis is important, because it enables us to 
know when and how to operate. It will prevent 
in a number of cases a useless laparotomy, and on 
the other hand the proper incision and technic will 
be suggested by the proper diagnosis. A careful 
and exact diagnosis by exclusion is possible in most 
cases. 

238 CLINTON STREET. 


physical rigors, 


MENSENTERIC THROMBOSIS. 

While the diagnosis of mesenteric thrombosis 
is always difficult and in many cases impossible, the 
following points are rather suggestive: 

1. Sudden abdominal pain occurring in a pa- 
tient ‘beyond the third decade, the pain being either 
very violent from the very beginning or becoming 
progressively worse for several days. 

2. The Intense suffering of the patient often 
associated with writhing on the bed, and nervous 
symptoms remotely suggesting hysteria combined 
with lack of rigidity and distention, and a com- 
paratively normal pulse and temperature. 

3. Bloody vomiting and stools. 

4. Demonstration of a source from which an 
embolus may have been derived, viz., endocarditis, 
phlebitis, etc. 

The treatment, of course, is surgical; in many 
cases it may be wiser to bring the ends of the 
bowel out of the wound and make an artificial 
anus rather than to attempt an immediate anas- 
tomosis—L. H. HEMPLEMAN, in the Interstate 
Medical Journal. 


THE TREATMENT OF POSTE! ERIOR.,UTER- 
INE DISPLACEMEN is.” 


Henry ALBERT M.D., 
Surgeon to Bethany Deaconess Hospital; Gyne- 
cologist to Williamsburg Hospital, Etc. 
BROOKLYN, N. Y 


A prominent etiological factor in posterior uter- 
ine displacement is carelessness and uncleanliness 
on the part of the patient, physician or attendants 
at the time of childbirth. 

The vaginal tract of every post-partum patient 
should be thoroughly examined by the attending 
physician three days after delivery. The patient 
may lie either across the bed or better on a kitchen 
table, in the dorsal position, and with a good light 
and clean hands the physician should carefully and 
thoroughly inspect the vagina. The swelling and 
bleeding incident to delivery have by this time 
largely disappeared, and any break in the con- 
tinuity of the mucous membrane or the muscular 
wall will be apparent. 

In case there is laceration wait at least three 
days more before attempting repair. Remember 
that the vagina normally runs from before back- 
wards, at an angle of about 45 deg., and the uterus 
from behind forward at an angle of about 50 deg. 
If we can leave a woman after childbirth with the 
vagina and uterus in these relative positions, she 
will not have subsequently a posterior displaced 
uterus. A retroflexed or retroverted uterus is in 
the first stage of prolapse. 

Infection at the time of childbirth, and miscar- 
riage, or gonorrhea, by causing pelvic inflamma- 
tory disease, are frequent causes of retro-displaced 
uteri. Women who suffer from these displace- 
ments are frequently neurasthenics and the first 
step toward their relief lies in the direction of 
hygienic living, that is, moderate outdoor exercise, 
deep breathing, proper food, general massage, gym- 
nastic exercises, tending particularly toward the 
strengthening of the abdominal and lumbar mus- 
cles. 

The corset is an important factor in the treat- 
ment of these conditions, and one which is apt to 
be neglected; a corset properly fitted to give sup- 
port to the lower abdomen and aid the patient in 
abdominal pressures and in the position of the 
center of gravity, gives noticeable relief. 

The knee-chest position assumed for a period of 
five minutes, night and morning, and a modified 
Sims’ position during sleep produce results truly 


*Read before the Alumni Society of the Bethany Deaconess Hos 
pital, November 28, 1911. 
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valuable and justify their inclusion in the treat- 
ment of retro-displacements. 

These methods, as well as pelvic massage, are 
not applicable to uterine displacement accompanied 
by inflammatory conditions. There are many dis- 
placed uteri, where there are no coexisting in- 
flammatory diseases of the pelvis, that may be 
righted and the patient made comfortable by the 
use of the pessary; particularly is this true in post- 
partum retroversions. The pessary may be com- 
pared to the truss worn in other forms of hernia. 

A very valuable use of the pessary is as a test 
whether an operation for the replacement of the 
uterus to its normal position will relieve the symp- 
toms of which the patient complains. If, after 
wearing a pessary for a period of one month, the 
patient feels relieved of her symptoms, we are jus- 
tified in promising permanent relief by the aid of 
surgery. If, on the other hand, the symptoms per- 
sist, and especially if the woman is of the neuras- 
thenic type, then we must not promise too much 
in the way of operative relief. 

If the displacement is accompanied by inflamma- 
tory disease of uterus or adnexa, we should never 
make use of the pessary. In these cases hot vagi- 
nal irrigations with boro-glyceride or ichthyol and 
glycerin, a drachm to an ounce, lifting the uterus 
up by tampons of lamb’s wool—not cotton—will 
cause a marked improvement in symptoms refer- 
able to the pelvis. The pessary should always be 
introduced into the vagina of:a patient who has 
undergone an operation for replacement of the 
uterus and its use should be continued for at least 
a period of two months. 

In the surgical treatment of these displacements 
a matter of prime importance is the condition of 
the pelvic floor. It is absolutely impossible to ob- 
tain permanent good results from any method of 
treatment, no matter how wisely selected or well 
carried out, while a relaxed condition of the pelvic 
floor exists, and the importance of good plastic 
work upon the vagina cannot be over-estimated. 
A very common mistake in repairing the vaginal 
outlet is that the denudation is not made sufficiently 
deep to expose both fascia and muscles; conse- 
quently, only mucous membrane is brought to- 
gether. The principle involved here is the same 
as in any other surgical procedure for the cure of 
hernia. Any denudation of the vaginal outlet is 
a procedure which requires delicacy of manipula- 
tion in order to avoid unnecessary trauma of the 
parts. CURED 

When abdominal section is indicated, a poste- 
riorly displaced»:titerus; may be replaced in the 


pelvis, either by utilizing the natural uterine liga- 
ments or by the aid of artificially placed ligaments. 

A very practical method in correcting cases of 
retrodisplaced uteri complicated with prolapse of 
the ovaries, is the operation originated by Webster, 
of Chicago. It consists of passing the round liga- 
ment, on either side, through the broad ligaments 
and underneath the utero-ovarian ligaments cross- 
ing it with the round ligament of the opposite side, 
on the posterior surface of the body of the uterus, 
and holding both ligaments in this position by 
means of sutures. 

The Montgomery modification of Gilliam’s op- 
eration of retro-peritoneally shortening the round 
ligaments is a very adequate operation, and one 
which requires more than average operative skill. 

In all round ligament work extreme care must 
be exercised in order to avoid bruising structures 
covered by mucous membrane, for such trauma is 
apt to produce subsequent adhesions. 

In cases of posterior displacement of the uterus 
complicated with ptosis of the ovaries, the opera- 
tion originated by Kelly, in 1886, of bringing the 
posterior surface of the body of the uterus in con- 
tact with the anterior abdominal wall by means of 
sutures, will give very satisfactory results. It is 
simple, can be done quickly and the resulting 
trauma is much less than in any of the ligament 
operations that at the present are so popular. 

In one hundred cases in which I have used 
Kelly’s method of replacing the uterus, during the 
past five years, and which I have been able to keep 
under observation, relapse has occurred in but 
twelve, and in no instance have intestinal symp- 
toms due to obstruction appeared. 

In this series of one hundred cases there have 
occurred twenty cases of pregnancy, two of which 
terminated in miscarriage. Of the eighteen that 
went to full time, thirteen were normal deliveries. 
In three cases the fetal head was posterior and 
refused to rotate; one was transverse and one a 
breech presentation. Among these twenty cases of 
pregnancy eleven were primiparae. 

The one essential of success is to place the body 
of the uterus at an acute angle anterior to the 
vagina ; the pressure of the intestines upon the pos- 
terior surface of the body of the uterus will aid in 
maintaining it permanently in this position. 

Remember that the uterus is a movable organ; 
we may limit its range of motion, but the operation 
should have as its result the fixing of the uterus 
in the pelvis. 


i 


When: abdominal section is indicated the choice 
of method depends upon the pelvic conditions pres; 


e- 
SS 
ts 
nt 
nt 
en 
t 
d 
d . 
e 
ir 
or 
1S 
e 
e 
t 
f 


176 


ER 
Journat or SurGery. 


NEEF—SuRGICAL EssENTIALS. 


May, 19132. 


ent and we must individualize. There is no one 
best method for every case. 


495 GREENE AVENUE. 


SURGICAL ESSENTIALS. 
FrepericK Emit Neer, B.S., M.L., M.D., 
NEW YORK. 


THE INCISION. 

In surgical treatment the division of healthy 
tissue often becomes necessary in order to make 
the seat of disease or injury accessible. Since the 
integrity of the structures which have been delib- 
erately divided must again be restored, it is a mat- 
ter of moment how this division is done. Opera- 
tions on the abdominal and pelvic organs form 
such a large part of the routine in major surgery, 
and the abdominal route is so frequently chosen, 
that a careful study of the parietal incision with 
the view of avoiding disagreeable sequelae such as 
neuralgia, deforming scars and post-operative her- 
nia, is distinctly worth while. But the ideal in- 
cision, besides being in itself a conservative one, 
must allow of extension without undue mutilation 
of the anatomic entities which constitute the ab- 
dominal wall. Considered in this light, very few 


of the stereotype methods ordinarily practised can 


be considered exemplary. 

One of these, however, which, I believe, illus- 
trates the general principles involved in the make- 
up of correct parietal incisions has been pointed out 
by Pfannenstiel, Stimson and others for operation 
on the pelvic organs and the lower abdomen—the 
semi-lunar hypograstic incision combined with 
the median separation of the recti. The incision is 
carried across the abdomen in a shallow curve, the 
convexity of which usually corresponds to a point 
one-half to three-quarters of an inch above the 
symphysis pubis. It begins and ends one and a 
half inches or less above the midpoint of Poupart’s 
ligament on each side. Its correct course is indi- 
cated by the furrow or sulcus of a more or less pro- 
nounced suprapubic fold which is found in this 
location. 

Since the greater portion of the incision lies in 
the hairy area of the pubic region, the difficulty of 
rendering the skin aseptic may be cited as an ob- 
jection to its general use. But experience has 
shown, I think, that such an objection should not 
militate against its adoption. If the area is care- 
fully shaved, and cleansed with soap suds when the 
patient is admitted, and on the evening before the 
operation one coat of alcoholic tincture of iodine 
(tinctura iodi, U. S. P. 1890, 7%) is applied for 


preliminary disinfection of the points which are in- 
accessible to the final mechanical cleansing ma- 
neuvers in the operating room, and the skin js 
kept covered during the operation with sterile tow- 
els which are prevented from dislodging by means 
of skin clamps (Backhaus’ towel clamps), there 
need be little fear of contamination of the wound 
from a surface which is not surgically clean. 

The subcutaneous fat—that is, the superficial 
layer of the superficial fascia or Camper’s fascia—is 
split at once down to the dense structure which 
represents the deep layer of the superficial fascia— 
Scarpa’s fascia. The depth of the wound at this 
stage varies greatly with the development of the 
panniculus adiposus and may be less than one- 
quarter inch or more than two inches. The amount 
of venous bleeding also varies and is naturally 
greater when there is venous stasis. Most of the 
bleeding from the fat is due to venous oozing, and is 
arrested by means of dry gauze, or if this fails 
gauze sponges wrung in boiling water. Usually 
it is only four points that have to be secured by 
hemostatics—the divided ends of the superficial 
epigastric artery in the right and left halves of the 
upper and lower flaps. The branches of the super- 
ficial external pudic, on the other hand, which 
ascend to the zone just above the pubes, are so 
minute that they do not require clamping at all. 
These bleeding points need rarely be ligated; by 
the time the wound is closed forcipressure alone 
will have sufficed to insure hemostasis. Ligating 
these vessels merely consumes time, hinders the 
prompt re-establishment of the blood flow across 
the scar, while the knots of catgut, until they are 
disposed of, act as foreign bodies in the wound. 

By means of the gloved index finger, covered 
with a layer of gauze, the loosely attached fat is 
easily brushed from the surface of the dense fascia, 
exposing it to view and widening the path of the 
incision. Scarpa’s fascia is intimately adherent to 
the anterior rectus sheath and the separation would 
be more or less artificial. So that in this procedure 
both are best treated if they constituted but a single 
layer. The scalpel is carried through the structure 
transversely on each side of the median raphé unu! 
the red muscle appears; a small blunt scissors is 
slipped into the opening and the incision is extended 
to each side. While the incision through the skin 
follows the lines indicated by the natural crease and 
is, as a rule, a shallow curve, the line of fascial 
division should approach a semicircle in order to 
obtain a flap which permits of better exposure. This 
point, I think, is sometimes overlooked, and its non- 
observance may help to explain the difficulty which 
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is occasionally experienced in getting sufficient 
working room with the semi-lunar hypogastric in- 
cision. The normal limits of the incision are the 
lateral borders of the recti muscles; in other words. 
it does not extend beyond the lateral confines of 
the rectus sheath, so that the dorsal nerves which 
enter it here to supply the rectus muscle are not 
cut. As a rule, any separation of living tissues 
from each other which is not imperative is to be 
looked upon as harmful; but it is in this case essen- 
tial to free the unwielding fascia from all its sub- 
jacent connections. This is easily done by lifting 
the border of the upper fascial flap, first on one, 
and then on the other side of the median raphé, 
while the index finger is passed beneath it and 
strips it away from the anterior surface of the 
rectus muscle. Sometimes a few strokes of the 
scalpel may be required to free the sheath from a 
tendinous inscription which may occur at this low 
level. The median raphé is then divided by means 
of scissors while it is put upon the stretch between 
forceps. The division of this line of attachment 
must be continued upward to the extent of two or 
three inches. In a similar manner the inferior 
fascial flap is separated as far as the crest of the 
pubic bone. The rectus abdominis muscle is at- 
tached by a tendon to the crest of the pubes. When 
the pyramidalis muscles are absent there may be 
noted in their stead, in front of this tendon near 
the median line, a small tendinous process which 
can be traced to the anterior surface of the sym- 
physis pubis when the lower fascial flap is raised. 
At this stage the lower flap is incised in the middle 
line as far as the pubic bone—pubic extension. 
This incision is only one-half to three-quarters of 
an inch long, so that the danger of post-operative 
hernia at this point may be disregarded, while the 
advantage gained in securing a wider exposure is 
so decided that it seems best to use the pubic ex- 
tension as a routine. 

To understand fully why the recti muscles are 
so promptly mobilized and can be pulled away from 
the median line like two yielding, elastic bands it 
must be borne in mind that in this location the re- 
sistant rectus sheath is absent posteriorly, and the 
muscle is but loosely connected with the supple 
transversalis fascia and peritoneum. The replace- 
ment by a narrow strip of rigid connective tissue 
of one or both pyramidalis muscles likewise affects 
the readiness with which the recti muscles can be 
retracted. When the pyramidalis muscles are pres- 
ent the opening is usually effected by entering be- 
tween them; very rarely it may be indicated to 
enter to one side. In either case some mutilation 


of their tapering apices can hardly be avoided. 

On retracting the muscle bands with McBurney 
retractors, the transversalis fascia and peritoneum 
present themselves, and are opened at a high level 
in the wound by making a minute incision between 
forceps. With the inrush of air the intestinal coils 
at once recede, and the peritoneal opening is en- 
larged, at first upward and then cautiously down- 
ward, to avoid incising the bladder. The summit 
of the empty bladder reaches the level of the pubic 
crest. By palpating the peritoneum between thumb 
and finger, or by raising it so that it can be trans- 
illuminated before dividing it, accidental injury to 
the bladder can easily be prevented. A thick layer 
of properitoneal fat should not be mistaken for ad- 
herent omentum. If in doubt, it is severed cau- 
tiously in a perpendicular line, when the perito- 
neum itself will soon appear and the small bowel 
can be seen to move freely beneath it. In the pro- 
peritoneal fat, between the transversalis fascia and 
the peritoneum, lie the deep epigastric arteries on 
each side, accompanied by their venae comites. But, 
approaching in their upward course, the fold of 
Douglas, they pierce the transversalis fascia and 
enter the rectus sheath. In this part of their course 
they lie between the posterior surface of the rectus 
muscle and the posterior lamella of its sheath. It 
is well to be heedful of this relation. I have in 
mind a fatality in a case in which an autopsy was 
not obtained, in which it seemed likely that exitus 
was due to internal hemorrhage from the deep epi- 
gastric artery injured in abdominal repair. 

The prime object of the incision, to gain satis- 
factory exposure, may be sacrificed unwittingly 
when important accessories are overlooked. In a 
pelvic operation the surgeon may be struggling to 
get the intestines out of the field and the pelvic 
organs into better view; he may criticize the in- 
cision, the retraction by his assistants, or his anes- 
thetist for insufficient relaxation, while he is to- 
tally unconscious of the fact that the patient has not 
been put into the proper Trendelenburg posture 
which allows the intestines to gravitate towards the 
diaphragm while the pelvic viscera prolapse into 
the wound. Similarly, the reverse posture may be 
helpful or an inclination of the patient’s body to 
the right or to the left during an operation. 

At the close of the operation the wound is re- 
paired layer by layer. The peritoneum is closed 
with a continuous spiral suture of No. 000.0 40-day 
chromic catgut, while a hemostatic at the upper 
and lower angles of the opening lifts it away from 
the bowel. Two stitches are taken each time be- 
fore the catgut thread is tightened. To correct the 
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recession of the peritoneum from the abdominal 
parietes as it approaches the top of the bladder, and 
to give this point additional support, one or two 
of the interrupted sutures of No. I-2 40-day 
chromic catgut employed to bring the muscles to- 
gether should also traverse the space of Retzius 
and include the fibrous cord, the obliterated ura- 
chus, which can be felt as a thickening beneath the 
peritoneum. When the repair of the muscle layer 
is complete, palpation of the suture line with the 
finger, above all, at the upper and lower angles of 
the incision, should reveal a unifomly firm, resist- 
ant seam, without any yielding interstices. Ex- 
ceptionally, for example, in pre-existing diastasis 
of the recti, simple or compound, interrupted mat- 
tress sutures may be indicated, and the attenuated 
muscle planes are overlapped. In closing the fa- 
scial incision, it is to be observed that the anterior 
rectus sheath which is here, in itself, quite thick, 
being formed by the complete fusion of the aponeu- 
rosis of the external oblique, internal oblique and 
transversal muscles, is also reinforced by the 
deep layer of the superficial fascia—Scarpa’s 
fascia—which is particularly well developed and 
rich in elastic fibres. In general, these two struc- 
tures are found to be quite adherent, although at 
the angles of the semicircular incision their indi- 
viduality is easily demonstrable. After both layers 
have been made to coincide at the ends of the 
wound, the angles are clamped temporarily to aid 
the suture en masse. Before this step, the patient 
must have been returned from the Trendelenburg 
to the horizontal posture, to obviate unnecessary 
tension. As a rule, the tension is not marked; if 
notable, it is most apparent in the center of the in- 
cision, and at this point a few interrupted sutures 
of No. 1-2 40-day chromic catgut may be placed, 
while the remaining wound is repaired by means of 
a continuous glover’s stitch of the same material. 
When the pubic extension has been practised, both 
corners of the fascial flap thus formed must pre- 
viously be caught with clamps and reunited. A 
simple mattress stitch is most efficient in bringing 
together the corners and drawing them at the same 
time upward against the margin of the upper 
fascial flap at its midpoint. To prevent gaping, a 
continuous spiral suture of No. 000.0 40-day 
chromic catgut is introduced into the subcutaneous 
fat when it is abundant—that is, when the layer 
exceeds a quarter inch in thickness. Skin coapta- 
tion is accomplished by means of Michel’s clamps, 
which are removed at the first dressing on the 5th- 
7th day. By this method, generally the most satis- 
factory, closure of, the skin wound is obtained. in 


this region. In many cases there remains a scarcely 
discernible scar hidden in the recess of. a natural 
fold. The removal of stitches or clamps can, of 
course, be altogether circumvented by using a suffi- 
ciently chromicized filament such as No. 000 
40-day chromic catgut, which is absorbed in 
due time. Most advantageous in such a case is 
the glover’s stitch. The subcuticular suture or zinc 
oxide adhesive strips might be thought of, but they 
are, in these cases, not so practicable as they might 
at first seem to be. The subcuticular suture is diffi- 
cult to apply to semicircular flap without ob- 
taining an uneven apposition, while sterile zinc 
oxide strips are apt to adhere imperfectly and be- 
come detached subsequently under the influence of 
the sebaceous secretion, together with the traction 
exerted upon the wound when the patient moves 
about in bed. 

While in the greater number of conditions which 
the surgeon has to deal with in the lower abdomen 
and pelvis, particularly in the female patient, satis- 
factory access is afforded, and the increased com- 
plexity of this method of opening the abdomen need 
not be considered, it cannot be denied that the 
simple, median vertical incision, which violates 
nearly all the principles which are important in 
reparable incisions, nevertheless must occasionally 
be adopted. When this must be, the opening should 
be somewhat extramedian, so that the tongue and 
groove method, indicated by Frederic Kammerer 
in his right rectus incision, can be employed. There 
can be little doubt that the contractile muscle tissue, 
placed behind divided fascial and aponeurotic 
layers, is most efficient in preventing post-operative 
hernia. Such an incision might be called a mesial 
rectus incision to distinguish it from the lateral 
rectus incision which bears this surgeon’s name. 

In a lateral incision, in which the lateral margin 
of the rectus muscle has to be retracted, both re- 
traction and extension of the incision are limited— 
the former because of the liability of injuring the 
dorsal nerves as they enter the lateral border of 
the muscle to supply it, the latter because these 
nerves cross the path of the incision. In a mesial 
rectus incision, however, this anatomic restriction 
is eliminated. The skin and superficial fascia are 
divided in a vertical direction, parallel to the mid- 
line and about one inch distant from it. The ex- 
posed anterior lamella of the rectus sheath is next 
divided in the same direction. By blunt dissection 
the mesial border of the rectus muscle is defined. 
After retracting it, the posterior lamella is cut in a 
line corresponding to that of the skin incision. The 
transversalis fascia and peritoneum are also divided 
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along this line. . There. is, thus obtained a tongue 
and groove arrangement of the important fascial 
and muscular strata. The tongue is represented by 
the border of the rectus muscle, which fits into the 
groove formed by the mesial part of the anterior 
and posterior lamella of the rectus sheath. When 
this incision is made over the lowest one-fourth of 
the rectus muscle where the posterior lamella is 
deficient, the posterior lip of the groove which re- 
ceives the rectus is represented only by the trans- 
versalis fascia and peritoneum. Here the precau- 
tion is observed to retract the deep epigastric artery 
with the rectus muscle, in order to avoid cutting 
the vessel needlessly. Its general course is indi- 
cated roughly by a line drawn from the midpoint 
of Poupart’s ligament to the umbilicus. 

In connection with this incision the development, 
number or absence of the lineae transversae is of 
some significance. Along the lineae transversae the 
anterior lamella of the rectus sheath—but not the 
posterior—may be quite adherent, so that it may 
be impracticable to attempt dissecting around the 
border by the blunt method. In these cases the 
knife blade must be used to free the muscle. Usu- 
ally such an intersection is found at the level of the 
xiphoid process, another near the umbilicus, and 
one about midway between these two points. Some- 
times one occurs below the umbilicus, between it 
and the pubic symphysis. Although the technic of 
the incision is somewhat encumbered by the pres- 
ence of these tendinous intersections, they facilitate 
the secure suture of the rectus to the bottom ot 
the groove when the wound is closed. In the 
lower abdomen such an incision might be substi- 
tuted for the semilunar hypograstric, in case of tu- 
mors which are so large that they cannot be deliv- 
ered through the maximum opening obtained by 
the former procedure. For instance, when a fibroid 
tumor or ovarian cyst reaches the umbilical level 
or extends beyond it. It may also be in place, when 
a large pus focus has to be dealt with, or in op- 
erations for advanced cancer, or finally when the 
patient’s vitality is very low, the case is very 
urgent, and time becomes a more important factor. 

The principles which are apparent in the analysis 
of routine incisions in the lower abdomen are in 
general valid when the parietal route through the 
upper abdomen is chosen. Similarly, a routine in- 
cision in this region must be so outlined that it will 
suffice for the thorough examination of the gall- 
bladder and ducts, pancreas, stomach and duo- 
denum; it should be capable of such extension as 
operations on these organs may necessitate. The 
posture of the patient is here none the less vital, 


particularly for- the proper presentation at the: 
wound of those organs which lie close to. the vault 
of the diaphragm, or when the incision is small or 
unfavorably situated. 
In place of the routine incision a number of spe- 
cial incisions into the abdominal wall have been de- 
vised by various surgeons. They are indicated 
when extension of the incision or exploration is 
not deemed necessary. It is a good rule to make 
use of such an incision only when it is unlikely 
that there is an error in the diagnosis. An excep- 
tion may sometimes be made when the surgeon has 
before him a sudden, severe, acute abdominal con- 
dition which demands surgical investigation at 
once before he can decide whether the trouble is 
located in the upper or lower half of the abdomen. 
A perforated appendix is naturally to be consid- 
ered first because of its relative frequency, and a 
Kammerer right rectus incision is made with this 
in view. In order to meet complications arising 
from errors in the diagnosis of chronic appendicitis 
and to facilitate dealing with the surgical condi- 
tions which may simulate this trouble, Robert F. 
Weir suggested his method of extending the Mc- 
Burney intermuscular incision. When chronic ap- 
pendicitis occurs together with a right inguinal 
hernia both may be attacked through a single skin 
incision. Such a technic was described by Franz 
Torek (Annals of Surgery, May, 1906) and also 
in one of my cases, which presented some compli- 
cations, by A. H. Harrigan (The Combined Opera- 
tion for the Radical Cure of Inguinal Hernia and 
Appendicitis, Medical Record, June 26, 1909). 


Before he approaches the operation the surgeon 
should have a definite plan of procedure which is 
not based on the observation of others but on his 
own critical analysis of the case. The chief com- 
plaint of the patient, that for which relief is sought, 
the best route of attack, the possible error in diag- 
nosis and the complications in the surgical technic 
which this may involve, all must have been consid- 
ered beforehand. Whenever an exact diagnosis 
cannot be made, the incision assumes an explora- 
tory character. A smail incision can be widened 
or readily closed, and a second incision made in 
a more favorable situation when the real nature of 
the trouble is revealed. Thus, in a patient who has 
had a slight rise in temperature for some time pre- 
vious to her operation, if a retroperitoneal tumor 
connected with the kidney is discovered, on account 
of the greater safety, good surgical judgment may 
demand the selection of the retroperitoneal route 
through a lumbar instead of a ventral incision. 

At the present time everything should be done 
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by the scientific surgeon which will contribute 
towards making surgery an exact procedure, and 
he will scarcely argue that precision in planning an 
incision is superfluous. Moreover, while it is evi- 
dently undesirable to prolong any operation un- 
duly, proper attention to details in technic cannot 
be conscientiously disregarded in the effort to at- 
tain unwarranted speed. An operation may be 
quickly ended; it takes longer to complete it, still 
longer to finish it. 

1041 Mapison AVENUE. 

The next article will be ‘The Course of the 
Operation.” 


A RESUME OF THE TREATMENT OF IN- 
FERTILITAS MASCULINUS. 
“Q. W. Hunter, M.D.,” 
LOUISVILLE, KENTUCKY, 


In previous dissertations* the writer directed at- 
tention to the frequency with which the male is re- 
sponsible for infertilitas in vinculo matrimonit, like- 
wise the rdle played by the female in connection 
therewith. This instalment will be devoted princi- 
pally to a résumé of the treatment of infertility 
where the male is primarily responsible. 

At the outset it must not be forgotten that in- 
fertility (in either sex) is not entitled to the distinc- 
tion of being classified as a disease, sui generis, for 
the reason that it does not represent a definite path- 
ologic entity; it is merely a condition or symptom 
owing its origin to some essential causative factor, 
which may or may not be readily susceptible of ade- 
quate demonstration. 

Primarily and essentially the rational treatment 
of masculine infertility must necessarily depend 
upon the determining factor concerned in its causa- 
tion, which may be one or more of the following in 
any individual example, and this résumé will be in 
accordance therewith: 

(1) Congenital absence of some portion of the 
generative apparatus. 

(2) Malformation or imperfection, congenital or 
acquired. 

(3) Surgical excision, or accidental partial or 
complete destruction. 

(4) Local or general disease, producing func- 
tional inactivity. 

(5) Incompetency from 
psychical or atonic. 

(6) Azoospermia, the result of disease, deform- 
ity or traumatism. 

(7) Oligozoospermia, due to local or general 
disease. 


impotence, organic, 


*See AMERICAN JoURNAL OF SuRGERY, February and April, 1912. 


(8) Aspermia or pseudo-aspermia, congenital or 
acquired. 

(1) Hopeless infertility necessarily accompanies 
total absence of any of the essential partes genera- 
tionis. Even if there exist normal sexual desire, 
which is exceptional under such circumstances, 
gratification thereof is impossible in the absence of 
the essential organs of reproduction. 


No treatment can be expected to be effective; in 
fact, nothing is indicated, even the much-praised 
plastic surgery and likewise the suggested trans- 
plantation of organs or parts thereof utterly failing 
to meet the indications, and infertility remains ir- 
revocable. 

The writer has observed one example of total! 
congenital absence of the penis in a healthy man 
of thirty, where the urethra communicated with the 
rectum. The testes were large and apparently nor- 
mally developed, the mons veneris round and 
smooth like that of the female. There was no sex- 
ual desire, the man markedly eorresponding to the 
proverbial eunuch of the Oriental harem. 

(2) Despite slight malformation or imperfection 
of the genital organs, the individual may be fertile, 
e.g., if there be one normal functionating testis with 
unimpaired sexual capacity, infertility is seldom ob- 
served, and no treatment is therefore indicated. 
Where the imperfection consists merely of a small 
penis, which is in other respects normal, the organ 
may be expected to increase in size as a result of 
repeated copulative acts, but if this prove ineffect- 
ual, application of a so-called “‘suction’’ contrivance, 
supplemented by suitable massage, may be benefi- 
cial. The suction apparatus induces venous con- 
gestion and consequent temporary increase in size 
of the organ, which may become permanent pro- 
vided the treatment be continued for a sufficient 
length of time. However, the writer desires to ex- 
press skepticism concerning the latter feature, al- 
though he is free to confess he has had no actual 
experience with such a contrivance. 

Where, as sometimes happens, infertility is due 
to the penis being congenitally adherent to the ab- 
dominal wall, to the scrotum, or in the inguinal 
region, liberation thereof supplemented by such 
plastic surgery as may be indicated by the condition 
present usually results in cure. In one example 
which came to the writer’s notice, the penis was 
with the scrotum (the so-called penis palmé of most 
authors), urination being accomplished through a 
small scrotal opening. The penis was undersize, 
but capable of erection, as was demonstrated upon 
examination, and surgical intervention was sug- 
gested. The scrotum was accordingly incised and 
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the small apparently normal penis liberated. The 
external penile covering was unlike normal skin, re- 
sembling mucous membrane in color and otherwise, 
but later became firm and more like the normal cu- 
taneous surface, and the liberated penis was 
capable of normal function. The urinary (scrotal) 
sinus was curetted and healing took place without 
accident. Several other cases not dissimilar in 
any essential respect are recorded in the literature. 

Hypospadias ordinarily induces infertility, the 
downward curve of the penis during erection pre- 
cluding intromission. In many instances the dis- 
tortion may be overcome by adequate surgical in- 
tervention, usually the only procedure necessary be- 
ing free division of the restraining band with proper 
after-treatment and care. 

(3) Where the penis has been partially removed 
surgically, or partially destroyed by accident or 
otherwise, future infertility of the individual is 
usually positive. However, the writer has knowl- 
edge of an instance in which the penis was acci- 
dentally crushed, necessitating amputation about an 
inch from the pubes. The urethral mucous mem- 
brane was left sufficiently long to insure a patulous 
orifice and to guard against undue retraction during 
the healing process. The operation was completely 
successful, recovery was without accident, sexual 
power seemed unimpaired, and the man later im- 
pregnated his young wife. 

The surgical removal of one testis, provided the 
other remain functionally active, does not neces- 
sarily produce infertility. Of course, where both 
testes are eliminated, future fertility becomes im- 
possible, unless there exist a supernumerary testis, 
which is exceedingly infrequent, although several 
examples of the kind have been recorded. Super- 
numerary testes are encountered much less fre- 
quently than supernumerary ovaries in the female. 

Wounds of the urethra, accidental or surgical, 
occasionally induce sufficient deformity to preclude 
intromission and thus become responsible for infer- 
tility. However, such cases are distinctly amenable 
to treatment by plastic surgery or otherwise, as may 
be required to overcome the existing obstruction 
or deformity. 

(4) Any debilitating constitutional disease may 
induce temporary or even permanent functional in- 
activity of the reprodutcive organs. The occasional 
effect of severe parotitis is so well understood that 
further comment is unnecessary, and similar re- 
sults have been charged to scarlet fever, measles, 
typhoid fever, tuberculosis, syphilis, etc. No rem- 
edy has yet been discovered and no surgical pro- 
cedure yet devised which will certainly restore tes- 


ticular function which has been totally destroyed 
by either local or constitutional disease. 

Tubercular infection of the tests is a common 
cause of infertility, as the process induces degener- 
ation and destruction of the glandular structure, 
thus effectually arresting or preventing the forma- 
tion or secretion of spermatozoa. General tuber- 
culosis, however, is not often productive of infer- 
tility; on the contrary males (like females), the 
subjects of phthisis pulmonalis commonly remain 
sexually capable and potentially fertile practically 
until the end of the chapter, unless rendered infer- 
tile from some other cause in the interim. 

Syphilis, per se, has little influence upon procre- 
ative ability until after implication of the spinal 
cord, the so-called syphilis of the general nervous 
system. Destructive lesions of the spinal cord 
from any cause, myelitis, etc., often induce sexual 
incompetency. 

Full doses of kali iodii in infertility due to ad- 
vanced syphilitic lesions may in some cases have 
beneficial effect, but the majority of such patients 
are hopelessly infertile, as are also those where in- 
competency and consequent infertility is attributable 
to some central lesion.* 

(5) Infertility due to sexual incompetency from 
impotence, as that term is generally understood, is 
not so hopeless as indicated by the statements of 
former authors. In the majority of such examples 
impotence simply represents a relative temporary 
functional infirmity, which may be easily overcome 
by proper methods of management and treatment. 
In illustration of this fact, it is not an uncommon 
occurrence for men between twenty and _ thirty 
years to apply to the family physician for treatment 
of supposed “lost manhood,” i.e., presumed inability 
to satisfactorily perform the sexual act. They are 
usually men who have flagrantly violated natural 
laws by extensively worshipping at the shrines of 
both Venus and Bacchus, the performances being 
repeated until nature is forced to demand cessation 
of physical activities. With correction of irregular 
habits of living, sufficient rest and sleep, exercise, 
abstinence from alcohol, supplemented by whole- 
some nourishing diet and general tonic medication, 
will in a compartively short time completely re- 
store normal mental and physical equilibrium. 

In close kinship to the foregoing is mental or 
psychical impotence, which, as the designation im- 
plies, depends not necessarily upon actual disease, 
deformity, or over-indulgence, but the mental state 


*No one can yet predict whether the administration of salvarsan 
will have any permanent effect upon infertility due to late syphilitic 
lesions. It has been administered in locomotor ataxia and other 
but ultimate results cannot be predicted.— 
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of the individual at: the time copulation is at- 
tempted. Failure may be due entirely to the. fear 
of contracting venereal disease if coitus be with a 
regular prostitute, to fear of an unfortunate and 
compromising pregnancy in a female of less easy 
virtue, to fear of being “caught in the act” with 
another’s wife or daughter, etc., and the disgust 
sometimes engendered when the participating fe- 
male is especially uncleanly, may produce the same 
result, i.¢., failure because the penis remains flaccid. 
In the majority of such instances penile erection is 
possible, but is always uncertain as to time and 
duration, since it is not properly under control of 
the will of the individual. 

The successful treatment of this form of sexual 
incompetency must necessarily vary according to 
the mental and physical status of the individual. In 
a general way, however, it may be stated that it 
is primarily of the utmost importance to secure the 
full confidence and co-operation of the patient, 
otherwise failure from any method of management 
may be reasonably expected. If, as not infrequent- 
ly happens, the individual has already been under 
the care of one or more “lost manhood specialists,” 
the chance of ultimate cure becomes markedly less. 
For its effect upon the mentality of the individual 
a careful local and general examination and investi- 
gation should be instituted. If there are local le- 
sions which induce irritation of the genital appara- 
tus, they must be adequately treated and cured; if 
there exist any general or constitutional disorder, 
which might in any way affect the genitalia, it must 
be promptly and persistently treated. Every ef- 
fort should be directed toward improving the gen- 
eral health of the individual, by insisting upon cor- 
rect living, regular sleep, sufficient outdoor exercise. 
attention to diet and personal hygiene, abstinence 
from alcoholic beverages, etc. 

With respect to remedial agents, iron, the hypo- 
phosphites, strychnia and other so-called tonic, 
alterative and reconstructive drugs are useful, but 
above all the patient must be strongly impressed 
with the suggestion that his physical infirmity is 
only temporary, and that by implicitly following di- 
rections as to treatment, etc., he can soon be cured. 
Without his co-operation, as already intimated, fail- 
ure will most likely be the ultimate outcome of any 
method of treatment. Electricity and hydrotherapy 
may be beneficially employed in certain cases, 
mainly because of the mental effect thereby 
produced. 

(6) Azoospermia is the most prolific of all the 
causative factors of masculine infertility. It is most 
often the outcome of local disease, but constitutional 


disorders, local deformity, traumatic injury, etc., 
may be responsible. :Failure of the testes to pro- 
duce or secrete spermatozoa may result from 
atrophy; likewise from malignant, syphilitic and 
tubercular degeneration. Absence of the vasa: has 
been recorded in a few instances. Trauma may 
cause such obstructive or destructive changes in 
the testes, epididymes, or spermatic ducts, as to ar- 
rest functional activity, and similar conditions may 
be induced by inflammatory action. Neoplasms im- 
plicating the testes, vasa, or spermatic ducts, may 
result in permanent occlusion and consequently be 
productive of infertility. Bilateral epididymitis 
complicating specific urethrorrhea constitutes the 
most common cause of azoospermia, but fortunately 
infertility does not invariably follow epididymitis 
nor even severe orchitis, as were this true, about 
forty per cent. of the male population would be 
rendered infertile from this cause alone. It is es- 
timated that over eighty per cent. of males have at 
some time been the subjects of specific urethrorrhea, 
and that in at last one-third of the cases epidi- 
dymitis occurs as a complication. 

The treatment of azoospermia from any cause is 
necessarily fraught with numerous difficulties and 
uncertainties. Where the testes have become func- 
tionally inactive, the result of local or general 
disease, no benefit may be expected to accrue from 
any method of treatment; likewise, if the vasa be 
absent, or markedly deficient, the condition is prac- 
tically hopeless. However, in azoospermia, due to 
epididymitis, where the testes remain functionally 
active, the resulting infertility may be susceptible to 
cure by the intelligent application of modern 
surgical principles. The operative procedure rec- 
ommended and practised by Martin, of Philadel- 
phia, which he denominates “epididymo-vasotomy,” 
and which was fully described in a former paper, 
appears the most rational method of attempted cure 
of infertility, dependent upon the azoospermia, the 
result of epididymitis. The technic of the opera- 
tion is comparatively simple, and since it has proven 
effectual in several cases observed by Martin, Hag- 
ner, et al., the procedure certainly deserves a more 
prominent place in the surgical treatment of mas- 
culine infertility than it has heretofore been ac- 
corded. 

(7) Even where there is marked diminution in 
the quantity of the seminal fluid ejaculated (oligo- 
spermia) infertility is not invariably thereby in- 
duced, provided there be not a corresponding im- 
pairment in the quality. It is well recognized that 
masculine fertility depends not upon the quantity 
but the quality of the ejaculated fluid, i.e., the pres- 
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ence of living motile spermatozoa. Any of the ob- 
structive or destructive local diseases or deform- 
ities, likewise some of the debilitating constitutional 
disorders to which attention has been already di- 
rected, may induce oligospermia, and its co-partner, 
oligozoospermia. 

The rational treatment consists in removal of the 
cause of the abnormality, provided it can be as- 
certained, which may not in all instances be feasible. 

(8) The entire absence of power to ejaculate the 
seminal fluid is a comparatively rare anomaly, and 
may be due to a variety of causes, ¢.g., imperfection 
of the muscular structures concerned in ejaculation, 
congenital or acquired malformation of the urethra, 
obstruction of the spermatic ducts from pressure 
of neoplasms, tubercular and malignant infiltration, 
etc. The testes may produce or secrete normal 
spermatozoa, likewise the other glandular structures 
of the genitalia may normally functionate, yet the 
individual be infertile, because the fluid produced is 
not ejaculated ; it may even reach the posterior ure- 
thra, and there meeting obstruction from stricture 
or other cause, be forced backward into the bladder. 

The treatment of infertility depending upon 
aspermia or pseudo-aspermia may be simple or com- 
plicated, according to what may be the causative 
factor thereof. If obstruction be the result of 
urethral stricture, pressure from infiltration or 
neoplasm, removal thereof by medical or surgical 
means will bring about a cure. However, if due to 
muscular insufficiency, lack of co-ordination, or 
sensory paralysis, treatment, as a rule, is utterly un- 
availing. The individual may continue sexually 
capable, but remain infertile for the reasons 
enumerated. 


SCALPEL SAVERS. 
Doucias H. Stewart, M.D., 
NEW YORK. 


I suppose it will hardly be denied that the scalpel 
is a much-abused instrument, badly adapted for the 
rough and improper uses to which it is sometimes 
applied. Yet, so far as my knowledge goes, there 
has been nothing hitherto which would relieve the 
surgeon’s knife and save its edge. To use a scalpel 
for a skin incision or upon a bone is almost like 
driving tacks with a watch for a hammer. The 
scalpel has its proper field in cutting subdermic and 
soft tissues, and to that field its use must be lim- 
ited if its edge and usefulness are to be preserved. 

I have had the Betz Co., of Hammond, Ind., 
make some knives which possess the following ad- 
vantages : 


1. They are cheap—three for a dollar. 

2. They will stand any amount of abuse. 

3. Their edges can be made any desired shape. 

4. They can be sharpened by an orderly or nurse, 
since the edges are straight lines. 

5. A broken edge or nick is easily ground out, or 
a new edge made. 

6. They have a big grip. This, as Dr. Robert 
Morris points out to me, ensures additional steadi- 
ness. 

My own idea was, after careful experiment, sim- 
ply to adopt the measurements which gave the best 
results. This I have done, and I await the approval 
(or disapproval) of others. 

These knives are simply pieces of strip steel 9 
inches long, a little more than one-half inch wide 
(anywhere between a half and three-quarters), and 
1-16th inch thick. A piece of wood this size will 
exemplify the principle. Having such a piece, cut 
edges on it as you would like a knife to be shaped. 

Out of many shapes I select two for illustration: 


FIG. 1. FIG 2. 


FIG. 1—A Bone and Periosteum knife. 


1 = a chisel edge. 
2 = a knife edge. 


The edge forms an angle with the shaft, there- 
fore the hand that holds the knife need not come in 
contact with the skin that is being incised, nor with 
vaginal walls in preparation for trachelorrhaphy ; 
nor need the hand cast a shadow on the field, nor 
obstruct vision as it can be looked over, under and 
around, owing to its elevation. 


FIG, 2.—A Knife for primary Skin Incision. By blunting the point 
at 2 this makes an ideal cervix knife, 


It would be difficult indeed to suggest a substi- 
tute for the scalpel. My idea is rather to furnish 
an adjuvant, something that will save the finer in- 
strument from abuse, and by defending its edge 
from “assault and battery” to render it efficient in 
its proper sphere. 

128 West 86TH STREET. 
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FACTORS IN BONE TRANSPLANTATION. 


In our last issue we called attention to the views 
of Sir William MacEwen as expounded in his re- 
cent work, “The Growth of Bone.” As a result of 
his animal experiments he stated therein that large 
bone grafts do not serve merely as a scaffold for 
the growth of new cells, themselves dying or be- 
coming absorbed, but that they continue to live in 
situ and are directly osteogenetic, and that peri- 
osteum, far from being essential to bone growth, 
is not, in itself, osteogenetic and its presence is not 
necessary to the success of a bone graft—except 
to limit the development and lateral spread of the 
osteoblasts. 

We have been waiting with very great interest 
for the publication of the results of the clinical and 
experimental studies in bone and joint surgery 
which Dr. John B. Murphy has been conducting. 
An outline of these studies and a summary of their 
teachings are now appearing serially in the Journal 
of the American Medical Association. 

As we have quoted at some length from Mac- 
Ewen it is interesting for comparison to reproduce 
here some of Murphy’s conclusions concerning 
bene transplantation : 

I. The periosteum fully detached from bone and (1) 
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transplanted into a fatty or muscle-tissue bed in the 
same individual, if he be young, may produce a lasting 
bone deposit; (2) transplanted into another individual 
or animal of the same species and under the same con- 
ditions, it rarely, if ever, produces a permanent bone 
deposit; (3) transplanted into another species it never 
produces a permanent bone deposit. 

II. Periosteal strips elevated at one end from the bone 
and attached at the other, if turned out into muscle or 
fat, reproduce regularly bone on their under surface for 
a greater portion of their entire length. 

III. Transplanted into other individuals or animals 
of same species and contacting at one end with exposed 
or freshened bone it rarely produces permanent bone, even 
tor a small extent at its basal attachment, and never pro- 
duces bone for its full length. 

IV. Bone with its periosteum transplanted into 
muscle, fat, etc., in the same individual, and free from 
bony contact, practically always dies and is absorbed, 
except in the case of very young children or infants. 
Transplanted into another species it is always absorbed. 

V. Bone transplanted without the periosteum into the 
muscle or cellular tissue always dies and is ultimately 
absorbed. 

VI. Bone with or without periosteum transplanted in 
the same individual and contacted with other living 
osteogenetic bone at one or both of the ends of the trans- 
planted fragment always becomes united to the living 
fragments and acts as a scaffolding for the reproduction 
of new bone of the same size and shape as the trans- 
planted fragment if asepsis is attained. This new bone 
increases to such size as is necessary to give the support 
required by Nature in the extremity in which it has been 
placed. It will scaffold the production of new bone even 
into the joint when it is surrounded by capsule, and 
tuberosities are produced in about the regular location, as 
in the normal anatomic conformation. 

VII. The transplanted fragment, no matter how large 
or how small, is always ultimately absorbed. The role 
it plays is to give mechanical support to the capillaries 
and blood vessels with their living osteogeretic cells, as 
they advance from the living bone at both ends of the 
transplanted fragment into the haversian canals, canali- 
culi and lacune of the transplant. New lamelle are 
deposited around the new capillaries and these lamellz 
fit into and adjust themselves in the graft, so that the 
bony union is actually formed and mechanical support 
given long before the transplant is entirely absorbed and 
replaced by new bone. Ultimately all of the transplant 
disappears as new lamelle are formed by the osteoblasts. 
and the graft lamellae are removed by the osteoclasts. 

This conclusion is based on my observations and on 
analysis of the microphotographs and pathologic speci- 
mens, clinical and experimental, presented by others. The 
graft is per se not osteogenetic, but osteoconductive. The 
regenerative force and cells are entirely supplied from 
the osteogenetic cells on the capillaries growing from 
the living bone. The graft, however, is an absolute neces- 
sity in the regeneration. 

VIII. The graft increases in size on the surface as bone 
increases in size histologically, i.e., by deposits beneath its 
newly-formed periosteum. 

IX. The muscles should be fixed or directed to the 
graft in the same relation as the normal anatomic fixation, 
if the muscular control is expected after the graft has 
become united, and the musculotendinous attachments 
should be accurately sutured to the graft at the point of 
desired union, either with catgut or phosphorbronze wire. 

X. Bone covered at the ends by cartilage and on the 
sides by periosteum, such as the phalangeal bones, even 
when contracting with living bone denuded of periosteum, 
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dies, and is wholly absorbed. When the graft is covered 
with periosteum at the point of contact with the living 
bone, the haversian vessels do not penetrate the fibrous 
periosteum of the transplant, and regeneration fails. If 
the periosteum of the graft is split into shreds, then re- 
generation through it may take place. 

XI. Periosteum attached to the transplanted portion, if 
the graft is taken from young individuals, has a plus osteo- 
genetic influence; in the middle-aged it is neutral; in those 
of advanced years it plays a minus role, and, in fact, it is 
detrimental. 

While these theories may finally be found defective in 
some of their details, they represent my observations in 
the experimental and clinical work I have carried on. 


That MacEwen on the one hand and Murphy 
and numerous others on the other hand have reached 
different conclusions concerning the osteogenetic 
function—or, at any rate, power—of the periosteum 
may, perhaps, be explained by the statement of 
MacEwen that the apparent growth of bone from 
periosteum always proceeds from bone plaques or 
osteoblasts adherent to it. At any rate, it would 
appear from the publications of MacEwen and of 
others, and from the XI. paragraph quoted from 
Murphy himself, that a periosteal attachment is not 
always essential to the success of a bone graft, as 
so many have believed it to be. 

But if there is a more apparent than real differ- 
ence between the findings of Murphy and Mac- 
Ewen concerning the role of the periosteum, how 
are we to reconcile the opinion of one brilliant in- 
vestigator that bone transplants are not osteo- 
genetic, but merely osteoconductive, that they serve 
only as scaffolds and become absorbed with the 
opposite opinion of another leader in surgical 
though that bone grafts are truly osteogenetic and 
continue to live in situ? 

The fate of transplanted bone as such has more 
than an academic interest. An accurate knowl- 
edge of its behavior in the tissues is important to 
the further development of reconstructive bone 
surgery. One of these two opposite opinions is 
wrong and it is worth while finding out which.— 
W. M. B. 


Editorial Announcement 


GREATER NEW YORK NUMBER. 

The next issue of the AMERICAN JOURNAL OF 
SURGERY will contain the following articles: 

“The Operative Treatment of Cardiaspasm,” by 
Willy Meyer. 

“Some Peculiarities of Deep-Lying Abdominal 
Inflammation,” by Charles N. Dowd. 

“Borderline Tumors of the Breast,” by John F. 
Erdman. 


“The Suprapubic Two-Step Operation for the 
Removal of the Hypertrophied Prostate,” by Lewis 
S. and Paul M. Pilcher. 

“Prognosis in Surgery of the Prostate in the 
Aged,” by Howard Lilienthal. 

“A New Technic for Extirpation of the Penis,” 
by Edward L. Keyes, Jr. 

“The Columns and Crypts of Morgagni; Their 


‘Influence in Rectal Diseases,” by James P. Tuttle. 


“The Female Perineum from a General Sur- 
geon’s Standpoint,” by Robert T. Morris. 

“Sources and Treatment of Bleeding from the 
Genital Tract of Women,” by Herman J. Boldt. 

“Clinical Observations in Puerperal Infections,” 
by John Osborn Polak. 

“Removal of Foreign Bodies from the Eye,” by 
Charles H. May. 

“The Anatomy of the Temporal Bone with Ref- 
erence to the Parts Involved in Its Surgery,” by 
W. Meddaugh Dunning. 

“When Shall We Operate on Simple Fractures 
of Long Bones?” by James P. Warbasse. 

“Unusual Fracture Conditions,” by Walter M. 
Brickner. 


Surgical Suggestions 


It is extremely desirable to: conduct a systematic 
and cleanly dissection when seeking a foreign 
body. 


Skin sutures must not be closely placed in fat 
subjects. Provision should be made for the escape 
of fat droplets. 


A felon may frequently be aborted by covering 
the end of the finger with cotton saturated in alco- 
hol and protected from the air by a rubber finger 
cot. 


The ophthalmoscope, the sigmoidoscope and, of 
course, the cystoscope belong to the equipment of 
every thorough surgeon, and their frequent use is 
an important part of the diagnostic examinations. 


When preparing the radial artery for transfusion 
it is very important to gently dissect out and tie 
with very fine ligatures the branches of the vessel 
in the field. If any of these is torn or bruised, a 
clot will form in it which, by extending into the 
radial, will interfere with or prevent the flow of 
blood. 
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Surgical Sociology 


Ira S. Wile, M.D. 
Department Editor 


In considering the surgical conditions which may 
arise from any particular type of occupation one 


must differentiate between those surgical conditions . 


which arise coincident with occupation of a definite 
type, and those dependent upon the specific type of 
occupation. As an illustration of the surgical 
effects due to a single occupation, the glass indus- 
try presents an interesting picture. During 1905, 
2,359 accidents were reported among the employees 
in establishments belonging to the Glass Trade As- 
sociation. There were incised, punctured and con- 
tused wounds, the actual causative factor of which 
was glass. Incidentally there were many burns 
from molten flux. Sepsis was a common result, 
owing to the begrimed skin and dirty clothing, per- 
mitting the ready infection of wounds of the soft 
tissues. Tendons and nerves were cut and as a 
result of suppuration there was failure of unton, 
which in turn limited movements and occasioned 
disorders of sensation. The adhesions of the ten- 
don sheaths to the skin resulted in the impairment 
of function and limited the industrial efficiency of 
the workers. From the handling of the long heavy 
blowpipe exuberant callus deformed the palms, caus- 
ing exceeding pain and interfering with the proper 
manipulation of tools. 

It is strange to speak of syphilis as an industrial 
disease or accident, and yet the not infrequent use 
of tlie common blowpipe has been a factor in spread- 
ing this infection from the mouth of one worker 
to that of another with the consequent further 
spread of the disease to members of the households 
of the workers. The constant blowing produces 
atrophy of the cheek muscles and the formation of 
a pouch and emphysema of Steno’s duct. The fre- 
quency of glass-blowers’ cataract is so well known 
that it is included among the category of diseases 
for which workingmen’s compensation is merited. 
The glass grinders succumb early to tuberculosis 
as the result of the inhalation of the silicious par- 
ticles which are constantly thrown off during the 
process of grinding. The characteristic surgical 
condition is a bursal abscess which occurs in the 
middle of the inner side of the forearm as a result 
of the worker's supporting his arm upon a prop of 
some kind. As the result of tension bursitis may 
occur at various points around the elbow joint. The 
existence of a chronic tenosynovitis is very common 
among the glass grinders. 

A curious condition frequently results from the 
attrition of glass dust and sand against the fingers. 
Inflammation results with the formation of blebs 
which break down and ulcerate. Healing is slow 
and dense scar formation results. 

THis seems a long list of specific conditions aris- 
ing from the hazards of a single occupation and be- 


speaks the necessity for some adequate protection 


of the workers. Fully one-half of the injuries in 


this industry occur to the arms and hands, the im- 
pairment of the function of which tends to reduce 
the earning capacity of the workman, so that he is 
not fit to continue the employment for which he 
was trained, nor able to enter into other lines of 
work requiring manual dexterity. In a sense the 
hazards of the glass industry have a surgical signifi- 
cance that is far out of proportion to the essential 
strains of the occupation. Glass as a cause of sur- 
gical conditions presents many interesting condi- 
tions outside of the industry, but its responsibility 
for dependency, degeneracy, industrial retrogres- 
sion may best be evidenced by the industry itself. 


During the month of April a law was signed by 
President Taft that eliminates “phossy jaw” from 
the list of industrial diseases that are without gov- 
ernmental attention. At last the United States is in 
a position of equality with the various countries who 
in earlier years signed an international treaty pro- 
hibiting the use of white sulphur in the manutac- 
ture of matches. Only by means of taxation was 
it possible to eliminate the poisonous phosphorus 
from the commercial field. The present law pro- 
hibits the importation of the poisonous type of 
matches and places a prohibitive tax upon their 
manufacture in this country. 

The patent for the manufacture of matches with 
the harmless sesqui-sulphide was cancelled by the 
Diamond Match Company at the request of Presi- 
dent Taft. Although it took one year to secure the 
proper amount of enthusiasm and public sentiment 
to offset the increased commercial cost in the pro- 
duction of the harmless type of matches, battle was 
constantly waged and the lives and jaws of many 
workers have been at last protected. 


The Children’s Bureau Bill has been passed, and 
for the first time the government will take a hand 
in investigating and studying, advising and legisla- 
ting upon matters pertaining to the welfare of chil- 
dren. It is almost a paradox that vigorous opposi- 
tion to this bill was waged by some societies for the 
prevention of cruelty to children who evidently were 
giving more thought to their own methods of pro- 
cedure and privileges in organizaton than to the 
children whom they were to protect. It is not pos- 
sible to estimate the advantage of this new bureau 
for which an appropriation of $29,400 has been 
made for its first year’s work, nor will it be pos- 
sible to understand its far-reaching results in terms 
of practical service until it has been in existence for 
many years. 

There is such a paucity of facts concerning the 
occupations in which children are employed that it 
is impossible to say at the present time how many 
children under 16 years of age are in gainful occu- 
pation; how many are at school; how many are in 
hospitals ; how many are in institutions; or, in fact, 
how many are alive. 

It is interesting to note that the percentage dis- 
tribution of death for all causes in the registration 
area under the age of 10 years shows that accidents 
and a few undefined causes of death by violence 
amounts to 3.1 per cent. It is interesting to note 
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the. tremendous. rate.-of -death-from- accidents --and 
homicides in the industrial centers where the inci- 
dence of child labor is marked. For example, the 
tate of death from accident and homicide per 
100,000 population in the registration area during 
1910 was 90.3; in Birmingham, Ala., 188.3; Pitts- 
burg, 134.3; Memphis, 195.5. No small part of this 
death rate was due to injuries of children. 

An investigation of the cotton mills in New Eng- 
land and several of the Southern States, employing 
a total of 64.575 persons, shows that 8,514 were un- 
der 16 years of age. The total number of accidents 
during one year in these mills was 1,241, of which 
number 163 were in children under 16 years of age. 
The disproportionate rate immediately calls atten- 
tion to the greater hazards of this industry for chil- 
dren. The bulk of the accidents resulted from belts 
and gears owing in part to the less developed self- 
protective power that exists in children, to their 
lighter weight, to their instability of attention and 
to their childish playfulness. 

While the death rate does not show the great 
damage that has been done to childhood, the new 
bureau will find out how many dependent children 
are developed through mutiiations and _ injuries 
which deprive them of the use of the hands and 
limbs which are essential for their further continu- 
ation in the field of gainful occupation. 

The relation of delinquents and defectives cannot 
be understood until there is accumulated a fund of 
information relating to the physical and mental 
status of the boys and girls at present employed. 
The reasons for the juvenile crimes, from arson to 
vagrancy, with the consequent results to the indi- 
vidual child and to society in general, require a 
careful study of the physical and mental deficien- 
cies of the children. The occurrence of defective 
eyesight and hearing and inherited nervous defects 
bring many children to the hospitals as a result of 
their lack of harmony with the stress and strain 
and push and pull of industrial strife. 

The surgical clinic, the hospital, the convalescent 
homes have much light, hidden under a bushel of 
official statistics, that must be shed upon these phases 
of the situation, and physicians and surgeons and 
hospital superintendents will form an important part 
of the aggregation of social workers from whom 
alone can be secured the sort of facts which will 
strengthen the federal bureau in determining upon 
legislative measures designed to protect the children 
from accidents in industries. 


Acip INTOXICATION vs. INTESTINAL OBSTRUCTION. 

The only condition likely to be mistaken for in- 
testinal obstruction, in which operation will lead 
to disaster, is the acid intoxication of children. In 
this there is persistent vomiting, but there is a 
marked absence of pain, a tendency to drowsiness, 
and a sweet smell in the breath which should serve 
as warnings, which will be confirmed if the acetone 
bodies are found in the urine—E. W. Hey, in The 
Bristol Medico-Chirurgical Journal. 


Book Reviews. 


Book Reviews 


A Manual of Surgical Treatment. By Sir W. Watson 
Cueyne, Bart., C.B., D.Sc., LL.D., F.R.C.S., F.R.S., 
Hon Surgeon in Ordinary to H. M. the King; Senior 
Surgeon to King’s Coles Hospital and F. F. sen 
Harb, M.S. (London), .C.S., Surgeon to King’ 
College Hospital, and Maco Surgeon to the Children’ “ 
Hospital, Paddington Green, London. New (2d) 
edition. Thoroughly revised and largely rewritten by 
T. P. Lecc, M.S. (London), F.R.C.S., and ArtHur 
EpMUNDs, MS. (London), F.R.C.S. In five volumes, 
containing about 3,000 pages and illustrated with about 
900 engravings. Philadelphia and New York: Lea & 
Fesicer, 1912. Price, cloth, $6.00, net, per volume. 

Cheyne and Burghard’s “Surgical Treatment” first ap- 
peared, in several volumes, 13 years ago. It became a 
popular manual, especially among British surgeons and 
students. A second edition after so long a period neces- 
sarily demanded a thorough revision, and this was under- 
taken with the collaboration of T. P. Legg, assistant sur- 
geon to King’s College Hospital and surgeon to the Royal 
Free Hospital, and Arthur Edmunds, surgeon to the Great 
Northern Central Hospital. 

Volume I, which is before us, is an octavo of 550 pages. 
It is devoted to Inflammation and Its Sequelae (Division 
I, four chapters), Wounds and Their Complications 
(Division II, six chapters), Syphilis and Tuberculosis 
(Division III, two chapters), Tumors (Division IV, one 
chapter of but 30 pages), Deformities (Division V, eight 
chapters), and an appendix on Anesthetics, by J. F. W. 
Silk and Examination of the Blood, by W. D'Este Emery. 
This arrangement does not appear to us a very good one. 
The subject-matters of the appendix belong very logically 
in Division I with the consideration of inflammation, 
operations and their management, etc. The division on 
deformities, concerns only those of the extremities and 
spine. If treated as a separate division in the first volume, 
deformities should have included also those not orthopedic 
in the common acceptation, e. g., cleft palate, etc. We shall 
probably hear more of tumprs in subsequent volumes— 
the general chapter in this volume is all too short. 

We await with much interest the remaining books of the 
series (volume two has just been issued). From the en- 
tire text we can present a more serviceable critique of 
this revised edition. 


A Treatise on Tumors. By Artuur E. Hertzter, M.D., 
Ph.D., Associate Professor of Surgery in the Univer- 
sity of Kansas; formerly Professor of Histology, 
Pathology, Experimental Surgery and Gynecology in 
the University Medical College, Kansas City, Mo.; 
Consulting Surgeon to the Halstead Hospital, Halstead, 
Kansas, etc. Octavo;. 725 pages; 538 engravings and 
eight plates. Philadelphia and New York: LEA AnD 
Fesicer, 1912 

The work is divided into three parts. Part I. concerns 
itself with the general biology of tumors. The definition, 
growth, metastasis and etiology are discussed in order. 

Hertzler’s summary of our present knowledge of the cause 

of tumors is judicious. In Part II., the special pathology of 

tumors is given consideration, and a separate chapter is 
devoted to each of the recognized types of tumors. The 
main pathological features—gross and microscopic—are 
set forth in a didactic manner. No space is devoted to 
makers of controversy or of poor theoretic interest. At 
the end of each chapter the treatment of each separate 
group is briefly outlined. Part III. is by far the most im- 
portant and meaty portion of the work and deals with the 
regional consideration of tumors. The largest portion of 
the text of this section is clinical. Here the author feels 
himself upon surer ground, and his exposition is quite sat- 
isfactory. His discussion is sufficiently comprehensive for 
ordinary purposes; his views are orthodox and his clinical 
experiences apparently large. In the treatment of each 


group p the author limits himself, merely to general remarks. 
etailed descriptions of operations are omitted. 
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The pathological portions of the book are not quite as 
satisfactory. Here the exposition is rather superficial ; 
Hertzler’s acquaintance with the literature while large is 
not truly representative. Furthermore, in one or two par- 
ticulars he does not show an intimacy with the latest 
studies. For instance, he still accepts the conception of 
hypernephroma as arising from aberrant adrenals, ignor- 
ing the convincing observations of Stoerck, Wilson and 
others, who showed that this conception is not correct. 
There is also no mention of Beer’s important discovery 
ot the high-frequency treatment of papilloma of the 
bladder. 

On the whole, however, the work is one upon which the 
author may be well commended, and it contains much of 
value. The illustrations and ‘the work of the publishers 
are all that can be desired. 


A Surgical Treatment of Locomotor Ataxia. By L. N. 
VeENstow, M.D., Fellow, N. Y. Academy of Medicine, 
late Professor Genito-Urinary Surgery and Venereal 
Diseases, St. Paul Medical College, Minnesota. Crown 
octavo; 118 pages. London: BatLiiére, TINDALL AND 
Cox, 1912. Price, 3s. 6d., net. 

In this brochure Denslow, now residing in London, dis- 
courses upon his treatment of locomotor ataxia by urethral 
instrumentation, the presentation of which at the New York 
Academy of Medicine a couple of years ago attracted so 
much notoriety. His method has not been seriously 
regarded, we believe. 


Diet for the Sick. Arranged and Compiled from Lead- 
ing Authorities, with Supplementary Notes. By H. 
Epwin Lewis, M.D., assisted by other members of the 
editorial staff of American Medicine. Duodecimo; 154 
pages. New York: MeEpIcaL PuBLISHING 
Co., 1912. Price, $1.00. 

The title page of this small book is fairly descriptive 
of its contents. Dr. Lewis has gathered from authoritative 
sources, arranged and condensed into convenient form, the 
dietaries suitable to various diseases and the essential fea- 
tures of dietetics in many of its aspects. 

The book is divided into 13 chapters, covering classifica- 
tion of foods, digestion, milk, infant feeding, alcohol, 
caloric feeding, rectal feeding, the diet in various diseases 
and disorders (including obesity), the therapeutic uses of 
food and food poisoning. 


Home Hygiene and Prevention of Disease. By 
Norman E. Dirman, M.D. Duodecimo; 333 pages. 
New York: Durrietp & Co., 1912. 

This small book, intended for popular use, is offered to 
the public as a rational “first aid to the sick,” and an en- 
courager of the prevention of disease. It has the virtue of 
not attempting to teach too much. The subjects are ar- 
ranged alphabetically. 


Books Received 


The Surgery of Oral Diseases and Malformations— 
Their Diagnosis and Treatment. By GerorceE VAN 
InceN Brown, D.D.S., M.D., Oral Surgeon to St. 
Mary’s Hospital and to the Children’s Free Hospital, 
Milwaukee; Professor of Oral Surgery, Southern Den- 
tal College, Atlanta, Ga. Octavo; 740 pages; 359 en- 
gravings and 21 plates. Philadelphia and New York: 
Lea & Fesicer, 1912. Cloth, $6, net. 


Infections of the Hand—A Guide to the Surgical Treat- 
ment of Acute and Chronic Suppurative Processes 
in the Fingers, Hand and Forearm. By ALLEN B. 
Kanavet, M.D., Assistant Professor of Surgery, 
‘Northwestern Medical School; Attending Surgeon 
Wesley and Post-Graduate Hospitals, Chicago. Oc- 
tavo; 447 ‘pages; 133 engravings. Philadelphia and New 
York: Lea & Fesicer, 1912. 
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Technic and Remote Results of Vascular Anastamoses. 
ALExIs CAaRREL, Surgery, Gynecology and Obstetrics, 


March, 1912. 

The method of vascular anastomosis, described by Car- 
rel, is based upon the study of the technique of Payr and 
of Murphy. From the standpoint of experimental results, 
and those obtained on human beings, the technique can be 
regarded as complete. The chief sources of failure after 
vascular suture are stenosis, hemorrhage and thrombosis. 
A rigid asepsis is absolutely essential. Washing of the 
vessels is made with a Gentile syringe, which is composed 
of a glass and of a rubber bulb. The fluid used is Ringer’s 
solution. Perforating stitches are always used; the endo- 
thelial layer is necessarily wounded by the needle, but 
these wounds are rendered as harmless as possible by the 
use of very fine and sharp, round needles. Extremely 
small wounds are made. ‘lhe threads are sterilized in 
vaseline and kept heavily coated with it during the suture. 
Vaseline is rubbed off in the holes, covers the silk threads, 
and prevents the wounded tissue and the foreign material 
from coming into actual contact, 

The varieties of suture are (a) the termino-terminal 
anastomosis, (b) termino-lateral, (c) latero-lateral anasto- 
mosis. Crile concludes that the simple method of anasto- 
mosing blood vessels gives results that remain excellent 
after a long time, and that it can be used safely on human 
beings, provided the rules of the technique be strictly fol- 
lowed. It has permitted the solution, from a surgical 
standpoint, of important problems, such as transplantation 
of venous segments of arteries, homoplastic and hetero- 
plastic transplantation of blood vessels, transplantation of 
vessels in latent life, of devitalized vessels, of pieces of 
veins, peritoneum and rubber on arteries, replantation and 
transplantation of spleen, thyroid gland, kidneys, limbs, 
etc. Many animals were kept alive for a long time. 
Therefore, the anatomical and clinical results of tne anasto- 
moses are completely known. 


Concerning Free Transplantation of the Fascia for 
Dural Defects. (Ueber den Ersatz von Duradefecten 
durch Frei Transplantierte Fascie). W. DENK, Vienna. 
Arcniv fiir Klinische Chirurgie, Vol. 97, Part II. 

One of the practical results of the newer work on organ 
and tissue transplantation has been the free transplantation 
of fascia. The author reviews those reported cases in 
which pieces of fascia have been transplanted into dural 
defects. The facts indicate that the problem of replacing 
dural gaps after excision of dural tumors, after all opera- 
tions in which the dura cannot be sutured, has been satis- 
factorily solved. 

Kirschner was the first surgeon who experimentally 
demonstrated that fascia could be successfully transplanted 
into d ral defects. His histological examinations demon- 
strated that the transplants remained alive and did not be-. 
come adherent to the dura. Koerte applied the procedure 
to the human being. Denk has made histological examina- 
tions of portions of fascia that have been transplanted into 
dural defects by von Eiselsberg. In one case the fascia 
was removed nearly a year after the excision of a dural 
tumor. At the second operation the fascia was found ad- 
herent to the underlying cortex at a few points. 

The histological examinations prove that the trans- 
planted fascia does not heal in as such but is replaced by 
scar-tissue. 

The technic of the operation is very simple. The fascia 
lata is exposed and the fat is carefully removed from its 
surface. A suitable piece of it is excised and is sutured to 
the edge of the dural defect with its muscle surface 
towards the brain. Although other methods of closing 
dural defects have been devised this is by all means the 
method of choice. As large a portion as practically neces- 
sary is always obtainable; it is always aseptic; no pre- 
liminary treatment of the tissue is necessary, and the ma- 
terial (being autoplastic) offers the best chances for heal- 
ing in flacc. 
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Torsion of the Uterine Adnexa in the Hernias of 
Nurslings. A. V. MoscHcowitz, New York. New 
.York Medical Journal, April 6, 1912. 

Moschcowitz reports two very interesting cases operated 
upon by him within a period of five months. The first 
was .in an infant, five months old, who was sent to the 
hospital with a one day’s history of vomiting, crying and 
the appearance of a mass in the left groin. After ad- 
mission the child’s condition appeared good; it took nour- 
ishment; its bowels moved normally and by enema; there 
was, however, a distinct, tender, slightly fluctuating mass, 
dull on percussion in the groin. A diagnosis of strangu- 
lated hernia containing probably tube and ovary was made. 
At operation the left tube and ovary were found com- 
pletely twisted and gangrenous in the sac. The organs 
were untwisted and extirpated, the hernia repaired and the 
child made an uninterrupted recovery. 

The second case, in an infant of seven weeks, gave a 
history of a swelling in the right groin of 24 hours’ dura- 
tion. The child cried when disturbed. On examination 
there was found a mass about the size of an almond lying 
over the external ring. Within this mass could be felt a 
smaller mass, tender, dull on percussion. Diagnosis of 
strangulated ovarian hernia was made and verified at 
operation, the tube and ovary being viable. Recovery. 

Moschcowitz comments on the fact that the diagnosis 
is not difficult in spite of the rarity of the condition, there 
being only 40 reported cases. In the two cases reported, 
the diagnosis of strangulated hernia was evident. The 
excellent condition of the child and the freedom from 
bowel disturbance excluded involvement of the gut. 
Hernia of the omentum was excluded from the extreme 
rarity of this condition in infants owing to the shortness 
of the omentum, 


Urinary Disturbances Induced by Fibromata of the 
Neck of the Uterus. (Des Troubles Urinaires 
Provoqués par les Fibromes du Col Utérin). F. 
LecNeu, Paris. Journal d’Urologie Médicale et 
Chirurgicale. 


Although comparatively rare, pronounced urinary dis-° 


turbances may complicate fibromata of the neck of the 
uterus. Complete retention of urine generally follows a 
prolonged incomplete retention and, not infrequently, is 
the sequel of a paradoxical incontinence. The latter was 
the course in a case of the author’s. It is due to direct 
pressure upon the bladder. Simple dysuria, from pressure 
upon and elongation of the urethra, is a more unusual dis- 
turbance. 

Several cases have been reported in which there has been 
hematuria in the absence of any evidence of cystitis. These 
hematurias are the result of compression: of veins by the 
uterine tumors. The most constant deformity of the 
bladder is an upward displacement; this is of surgical im- 
portance and is the indication for a high abdominal in- 
cision. The best evidence of upward dislocation of the 
bladder is an inversion of the urethral meatus. It may 
even be impossible to discover the urethral opening. 

Although the literature is very scanty on the subject of 
pressure upon the uterus by tumors of the uterine neck, 
Legneu believes that the ureters are generally compressed 
and elongated as the result of prolonged pressure. The 
important surgical point, in this connection, is to adhere 
to the surface of the tumor in its removal; any wider 
dissection may injure one or both ureters. 


The Treatment of Ectopic Gestation. Epwin B. Cracin. 
Surgery, Gynecology and Obstetrics, March, 1912. 

Cragin believes there should be but one method of treat- 
ment as soon the diagnosis of unruptured ectopic gestation 
is positively made—.e., removal of the pregnant tube by 
operation. If the patient is seen at the time of tubal rup- 
ture, or abortion, operate and check the hemorrhage as 
soon as careful preparation can be made, unless the patient 
1s in such extreme shock that the operation in itself would 
probably prove fatal. In this case, watch the patient care- 
fully, noting the condition of the pulse at short intervals, 
to see if the patient is in better condition. If the patient 
should lose ground operate at once and rapidly, seeking fo 
check the hemorrhage with as little manipulation as pos- 
sible. Intravenous infusion is useful. 


The affected tube should in preference be removed, as it 
may be a constant source of danger of a repeated ectopic 
gestation, All the blood clots need not be removed. Flush- 
ing the peritoneal cavity with warm salt solution is service- 
able. After rupture or abortion of an early ectopic ges- 
tation the treatment depends upon the intraperitoneal rup- 
ture and the presence of suppuration. The length of time 
elapsing between the occurrence of the rupture and when 
the surgeon first sees the patient is also of importance. 

In the treatment of advanced ectopic gestation, i.e., after 
six months, the question arises as to whether it might not, 
in the interest of the fetus, be worth while to wait and 
deliver it alive. Cragin’s rule has been to wait till two 
or three weeks before full term and before spurious pains 
set in, and then operate. The placenta is left in situ and 
is permitted to gradually separate from its attachments. . 
This is safer than the complete removal of the placenta, as 
hemorrhage may be uncontrollable. In cases where the 
fetus has been dead a month or more, and the sac not in- 
fected, separation of the placenta is easy and can be prac- 
tised at the time of operation. 


The Ultimate Results of the Conservative Surgery of 
the Ovaries. Epwarp Reyno.ps, Surgery, Gynecology 
and Obstetrics, March, 1912. 

Reynolds believes that, except in malignant disease, 
double ovarian abscess and tuberculosis, it is practically 
never necessary to remove both ovaries from a woman 
during active menstrual life. Ovaries that reach the size 
of, e.g., an English walnut and contain cystic bodies, should, 
however, not be regarded as altogether normal. Reynolds’ 
experience has taught him to believe that many such 
ovaries are productive of symptomatology—+.e., of dysmen- 
orrhea, nervous phenomena, often of some importance, and 
frequently of sterility. The normal ovary is a flattened, 
oblong body, whose thickness is much less than the width, 
and the width is less than the length. In the so-called 
cystic ovaries Reynolds practises conservative resection 
and punctures the small Graafian follicle cysts, even split- 
ting the ovary down to the hilum in order to discover small 
cysts that are otherwise concealed. Out of 110 cases so 
treated at least 14 months ago, 106 were traced. In 87 
(82 per cent.) the results of the operations, as stated by 
the physician or the patient, were satisfactory. Of the 
other 13 results none was sufficiently satisfactory to meet 
this response, and a few of them were entire failures. On 
the other hand, the conservative operations are not fol- 
lowed by lasting ill effects. 


The Pathology and Prognostic Significance of “Serous 
Catarrh” of the Breast, and the “Bleeding Mamma.” 


W. Mintz, Moscow. Zentralblatt fiir Chirurgie. 

In this article Mintz shows that the cases of “bleeding 
breasts,” i.e., cases of sanguineous discharge from the nip- 
ples, are allied pathologically with the cases of “serous 
catarrh,” which he has previously reported. He regards 
them as practically identical. Both these maladies occur 
in women around the climacterium. The essential path- 
ological lesions in both are dilation of the ducts, cystic for- 
mation of the alveoli, proliferation of the epithelium, and 
filling of the alveoli with epithelial masses, The changes 
are similar to those found in cyst-adenoma. In a number 
of cases Mintz found early carcinoma. In view of the lat- 
ter finding and the fact that carcinoma is known to arise 
in breasts affected with such pathological processes, the 
author believes that amputation of such breasts is called 
for as a prophylactic measure, 


The Treatment of Multilocular Kidney Cystoma (Con- 
genital Cystic Kidney) by Means of Multiple Punc- 
tures. T. Roostnc, Copenhagen. The American 
Journal of Urology, March, 1912. 

The affection being almost invariably bilateral any radical 
operation for mult locular renal cystoma is costraindicated. 
The disease is not a malignant one in the ordinary sense, 
yet some method of relief must be employed for the pro- 
gressively increasing interference with renal function. The 
author has therefore employed the simple procedure of 
multiple puncture in three cases and with very striking re- 
sults. The “pains disappeared and renal function was re- 
established.” Roosing accounts for his results on the basis 
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of relief from pressure of. the remaining portions of 
normal renal-tissue. He does not.claim cure but strong!yv 
advocates the: simple palliative. procedure for the above 
mentioned reasons. 


Experimental Study of the Spread of Inflammation in 
the Renal Parenchyma in Ascending Pyelonephritis 
(Untersuchungen ueber die Ausbreitung des Ent- 
ziindlichen Processes im Nierenparenchym bei der 
Aufsteigenden Pyelonephritis). A. Mixer, Basel. 
Archiv fiir Klinische Chirurgie, Vol. 97, Part I. 

It has been generally held and is still quite widely taught 
that the renal parenchyma is directly infected from the 
pelvis, in instances of so-called ascending pyelonephritis. 
Miller believes that @ priori, such a direct spread of the 
inflammation would be improbable. From an experimental 
viewpoint the direct infection of the kidney must be con- 
sidered an exceptional occurrence; direct infection has not 
even been unquestionably established by pathologic anatom- 
ical studies and pictures. 

Besides the blood stream, which must be taken into 
consideration in certain instances, the lymph stream must 
be accepted as the most important and probably the most 
frequent route of infection. Collections of small round 
cells could often be found in lymph streams that ran par- 
allel with bloodvessels. Small resulting infiltrates may 
rupture into various parts of the uriniferous tubules, the 
inflammatory cells being carried into the pelvis in this 
way. 


Creation of a New Bladder and Urethra (Création 
d’une Nouvelle Vessie et d'un Nouvel Urétre). 
Hertz- Boyer and Hovetacgue. Journal d’Urologie 
Médicale et Chirurgicale, February 15, 1912. 

In planning this new operation the author had in mind 
the normal structure of the lower urinary tract, where 
important features are: 1. A continent reservoir (the 
bladder). 2. An excretory canal (the urethra.) 3. Ac- 


cessibility of these organs from the outside for instru- . 


mental exploration, etc. 


The operation was performed for extrophy of the blad- 
der, some two years ago, and the patient can now be pre- 
sented as entirely well. The principles of the procedure 
are as follows: A bilateral nephrostomy as a preliminarv 
step may be indicated in some instances; the operation is 
harmless. Through an abdominal incision the sigmoid 
colon is isolated and under the usual precautions the gut is 
completely divided transversely. Both ends are closed, the 
lower permanently, for that is the future bladder. The 
posterior peritoneum is stripped up to expose the ureters. 
The latter are then implanted into the future bladder. The 
upper end of the divided intestine is mobilized and the 
peritoneal defect is sutured. The remainder of the opera- 
tion is perineal. The perineal region is dissected free and 
the upper end of the divided sigmoid is sought for, as 
in the operation for low rectal cancer. When found it is 
drawn through and, in brief, sutured to the outside skin 
within the anal sphincter. 

The result of the operation is readily seen. The lower 
end of the original rectum acts as the urinary reservoir 
and the original anal end of the gut is now the urethra; 
both are urethra and new rectum are under sphincteric 
control. 


Operative Castration vs. Sterilization by Means of 
the X-Ray. (Operationskastration oder Réntgenkas- 
tration). Otto V. Herrr, Miinchener Medizinische 
Wochenschrift, March 1, 1912. 

Surgical castration for myomata accomplishes a positive 
cure in 95 per cent. of cases; 7. e., the growths cease to 
develop and often shrink altogether, while hemorrhages 
are entirely controlled. The exception is in submucous 
myomata or polypoid and degenerated subserous 
myomata. Surgical castration for myoma still has its justi- 
fication as a technical procedure on account of its com- 
paratively slight mortality and is therefore to be preferred 
to radical hysterectomy in certain selected cases. It is 
also to be preferred to X-ray sterilization because of its 
surer and quicker results. The sequele attending a pro- 


tracted X-ray. treatment for. purposes of “castration” are 
often dangerous to life. Laparotomy, moreover, offers the 
further advantage of exploration in those cases in which 


malignant degeneration of the myomata is suspected. 


Tubercular Epididymitis: End Results of 71 Cases. 


Barney, Boston. Boston Medical and Surgical 
Journal, March 14, 1912. 

1. After the removal of one or both epididymes the large 
majority of patients are found to be in good condition and 
to have gained weight. 

2. In two-thirds of the cases there is no demonstrable 
evidence of tuberculosis elsewhere than is the genito- 
urinary tract. When present it is most commonly found 
in the lungs or bones, but any organ may be attacked. 

3. Renal tuberculosis rarely follows an infection of the 
epididymis. 

4, Tubercle bacilli were present in eight out of ten urines 
as shown by the guinea-pig test. These urines also con- 
tained blood and pus, while those giving a negative reac- 
tion were normal. 

5. A small majority of cases have a normal urine, and 
no urinary disturbances either before or after operation. 

6. Post-operative sinuses are found in 25 per cent. of 
cases, but as about two-thirds of the patients were seen 
during the first year after operation, and as many sinuses 
remain open for several months, this figure would be ulti- 
mately much reduced. 

Although we have not as yet any large number of cases 
to prove it, we are firmly convinced that the use of tuber- 
culin after operation hastens convalescence and the closure 
of sinuses more than any other measure. 

7. No case on whom epididymectomy was performed 
is known to have had a recurrence in the corresponding 
testicle. 

8. Tuberculosis of prostate and vesicles is found in more 
than half, and it is probable that this number would be 
greater were our methods of detecting early and centrally 
located lesions more accurate. 

9. In a very large majority the sexual function is un- 
disturbed, but the semen is found to be sterile in 85 per 
cent. 

10. A comparison of many orchidectomies with a few 
epididymectomies show the latter to have resulted more 
favorably. It is a fact, however, that infection of the sec- 
ond epididymis is to be expected, with or without operation 
on the first epididymis, and whether that operation be epi- 
didymectomy or orchidectomy. 

11. The mortality of operations for tuberculosis of the 
epididymis is 5.47 per cent., the cause of death being a gen- 
eral miliary tuberculosis. 


Renal Tuberculosis in the Child. (La Tuberculose 
Rénale Chez lEnfant). Viguarp and THEVENoT, 
Lyons. Journal d’Urologie Médicale et Chirurgicale. 
March 15, 1912. 

The kidney is not a very infrequent seat of tuberculosis 
in infancy and childhood. The authors first consider that 
form of renal tuberculosis which is but a part of a gen- 
eralized (usually miliary) infection. This they term 
medical tuberculosis. The main part of their work deals 
with the surgical type of the disease. 

The latter is to be found in even the third month of 
infancy. Of the 47 cases on which the paper is based four 
occurred in the first two years of life. The cases are about 
equally divided between the two sexes. The question of 
primary or secondary infection of the kidney is an in- 
teresting one. The cases studied demonstrate that the 
parents are almost invariably healthy, and in only five 
cases of the 47 did the children present some existing or 
pre-existing tuberculous focus other than the renal. 

Is the infection unilateral or bilateral in childhood? Ex- 
cept for the instances of “medical” tuberculosis of the 
kidneys above referred to the infection has been unilateral 
in almost all the studied cases. ’ 

The most common pathological picture is tuberculosis 
with cavity formation. Although pyonephrosis is not in- 
frequently encountered tuberculous pyelonephritis has not 
been observed in the 47 patients. In any case the writer is 
more or less infected by the tuberculous process. Total 
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atrophy of the kidney is the end-result in some of the 
cases. Massive tuberculosis of the kidney is more rare (in 
the surgical variety under consideration). Invasion of the 
prostate and seminal vesicles in the male is not uncommon. 
The histological changes correspond to the macroscopic 
ones above outlined. 

Tuberculosis of the kidney need not be confined to the 
kidney. <A cold perinephritic abscess may be the final re- 
sult. 

The symptomatology of renal tuberculosis in childhood 

corresponds, in the main, to that in the adult. An im- 
portant difference, however, is the not infrequent onset 
of the disease in a form of polyuria which may be ab- 
solutely indistinguishable from a true incontinence. In one 
of the tabulated cases nocturnal incontinence continued for 
two years before any other symptom appeared. Several 
authors have already called attention to the importance of 
this symptom. When the vesical symptoms are combined 
with severe pain renal tuberculosis closely simulates a 
cystitis. 
“Concerning the end-results of the renal infection: 
Almost all authors agree upon the nossibility of spontaneous 
cure. Ordinarily, however, the symptoms progressively in- 
crease and the patients die from cachexia or in uremia. 
Attacks of uremia need not necessarily prove fatal, how- 
ever. 

Although some authors believe that medical treatment is 
of avail in renal tuberculosis in childhood the statistics 
clearly indicate that operation is indicated in all cases not 
too far advanced. Nephrectomy is the only curative pro- 
cedure. Nephrotomy for tuberculous pyonephrosis in child- 
hood has not given any better results than the same pro- 
cedure in adults. 


Exclusion of the Bladder in Severe Forms of Bladder 
Tuberculosis. (Die Ausschaltung der Blase bei 
Schweren Formen der Blasentuberkulose.) L. CASPER, 
gee Berliner Klinische Wochenschrift, February 
19, 2. 

Casper advocates ureterostomy for severe cases of blad- 
der tuberculosis. The ureters are brought out into the 
lumbar region, or abdominally, depending on the nature of 
the case. He does not believe that the danger of infec- 
tion of the kidney is as great as has been hitherto taught. 
Moreover, if infection occurs it can be readily cured by 
washing out the pelvis with silver nitrate solutions. It is 
important to leave a catheter in the ureter for the first few 
days in order to prevent stricture and torsion. 


The Adolescent Tibial Tubercle. J. Duntop, Washing- 
ton, D. C. The American Journal of Orthopedic Sur- 
gery, February, 1912. 

The author calls attention to the significance of the tibial 
tubercle in the adolescent because so little has appeared in 
American literature on the subject. Affections of this 
tubercle are nevertheless not very infrequent and appear 
to be almost invariably overlooked. 

The tibial tubercle is the result of the downward hook- 
like growth of the upper epiphysis of the tibia. The growth 
overlies the shaft of the tibia and is neither completely 
ossified nor solidly united to the tibial shaft until the 18th 
to 25th years. Owing to the fact that the ligamentum 
patellae is directly inserted into the tibial tubercle it can 
readily be seen. that the tubercle is subjected to constant 
strain before firmly attached. 

Avulsions of the tubercle is thus a not infrequent result 
of sudden contraction of the quadriceps. The author par- 
ticularly considers, however, the chronic oft-repeated strain 
of the ligament on the tubercle and the symptoms that 
thereby result. The lesion occurs in both sexes, about the 
age of puberty, and generally in muscular subjects. The 
patients complain of pain in the region of the tubercle, pain 
more or less constant but always exaggerated (sometimes 
brought on only) by exertion. They tire very easily. The 
author suggests that some of the cases of “growing-pains” 
may be affections of the tibial tubercle. There may be 
slight swelling over the tubercle. Tenderness on pressure 
over the tubercle is constant. Free movement of the 
knee-joint is possible but full extension is generally 
difficult. All the symptoms are intensified in the severer 


cases. There may be a subpatellar bursitis, effusion into 
the knee-joint, limited extension, etc. 

The diagnosis is simple, since the condition does not re- 
semble any other. X-ray examinations, if carefully made, 
will reveal the pathological condition of the tibial tubercle. 
In mild cases partial fixation of the knee for a varying 
period will generally cure, but complete rest may be re- 
quired for the more pronounced cases. 


The Application of Tincture of Iodine in the Treatment 
of Surgical Tuberculosis. W. Wo tr, Leipzig. Zen- 
tralblatt fiir Chirurgie, March 16, 1912. 

Wolf reports two cases of cold abscess which were 
healed promptly by the use ot tincture of iodine. The first 
case was a large abscess of the shoulder, arising from caries 
of the acromion. The abscess was opened, the granulations 
scraped and the cavity swabbed liberally with 10 per cent. 
tincture of iodine. In 17 days the wound had entirely healed. 
The second case was one of tubercular glandular abscess of 
the neck. The same treatment resulted in complete heal- 
ing in three and a half weeks. 


Non-Suppurative Subphrenic Peritonitis Complicating 
Appendicitis. Harotp Neunor, Surgery, Gynecology 
and Obstetrics, March, 1912. : 

In a very interesting communication Neunof calls atten- 
tion to a condition that is not uncommonly encountered 
in the post-operative course of acute appendicitis, but, how- 
ever, little understood. The condition is termed non-sup- 
purative subphrenic peritonitis in contradistinction to sub- 
phrenic abscess. Several days following an appendicitis 
operation there is a rise of temperature for which no cause 
is to be found in the wound, in the pelvis or in the lungs. 
Associated with the fever the patient complains of pain 
in the right lower chest, occasionally radiating to the right 
shoulder. The pain in the lower right chest is deep- 
seated, persistent, and oft-times severe. There is in the 
typical cases intercostal tenderness and rigidity in the 
seventh, eighth and ninth spaces, especially in the axillary 
zone. In proportion to the temperature the pulse is slow 
and the respirations are normal in rate. The blood shows 
a marked leucocytic reaction. The affection lasts between 
five and thirty days. Aspiration of both the chest and 
the subphrenic space in this condition is negative, but it 
seems to have, in the opinion of the author, a definite fa- 
vorable therapeutic result. In three of the fifteen cases re- 
ported in detail the aspiration was followed by an almost 
critical drop in temperature and in a recession in the symp- 
toms and physical signs. An adequate explanation for this 
is, however, not at hand. 


Aplasia of the Appendix. (Aplasie des Wurmfortsatzes). 


E. Vienna. 
January 31, 1912. 
Miloslavich reports a case of complete absence of the 
appendix, occurring in a woman 60 years of age. Within 
the cecum at the site where the appendix should have 
been there was a small polypoid excrescence of the 
mucous membrane. Absence of the appendix is a very 
rare anomaly. In fact, this case is the seventh authentic 
one reported in the literature. The author does not in- 
clude in this group cases in which the cecum is prolonged 
into a finger glove shaped pouch—in other words, where 
conditions resemble the type of appendix found in carni- 
vora. To connote a complete absence of the appendix the 
shape of the cecum must be normal. 


Zentralblatt fiir Pathologie, 


Motor Insufficiency of the Stomach on the Basis of 
Gonorrhoic Perigastritis (Motorische Insuffizienz 
des Magens auf der Basis von Perigastritiden 
gonorrhoischer Provenienz). I. I. Grexaw, Zentral- 
blatt fiir Chirurgie, January 27, 1912. 

Grekaw believes that many cases of perigastritis of 
obscure origin found at operation are due to a gonorrheal 
peritonitis of low grade. Clinically, he has seen a number 
of cases of acute gonorrheal peritonitis in which the symp- 
toms were referable to the upper right quadrant of the 
abdomen. In fact, sometimes the diagnosis of cholecystitis 
or perforated gastric or duodenal ulcer is made. Grekaw 
reports twe cases illustrating his thesis. 
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Concerning Anastomoses Between the Bile Passages 
and the Intestines. (Ueber Gallenweg-Darmverbind- 
ungen). W. Kauscu, Schoeneberg. Archiv fir Klin- 
ische Chirurgie, Vol. 97, Parts II and III. 

The paper is an extensive clinical and experimental study 
of the question of anastomosis between various parts of the 
biliary system—the gall-bladder, bile-ducts and the liver- 
ducts themselves—and various parts of the gastrointestinal 
tract. The author demonstrates that the gall-bladder is 
best suited for anastomotic purposes, for physiological, 
anatomical and technical reasons. The gall-bladder should 
therefore never be removed unless it has been demonstrated 
that there is no impediment to the normal outflow of bile 
into the duodenum. Many unfortunate results have fol- 
lowed cholecystectomy in the presence of an inflamed pan- 
creas compressing the common duct. 

It is the individual case that determines what portion of 
the gastrointestinal tract shall be anastomosed with the 
gall-bladder (or other parts of the biliary tract). The 
stomach, duodenum or upper part of the jejunum may 
be employed. In the latter instance an enteroanastomosis 
must in addition be performed. The author has devised a 
plastic operation on the intestinal wall to construct a new 
common bile-duct in those rare instances in which such a 
procedure is indicated. He believes his operation is better 
than that in which a rubber tube is implanted. Hepato- 
enterostomy may sometimes be indicated, as in one of the 
author’s cases. The operation should be performed in two 
stages, the first being a blunt dissection of the liver until 
a large bile-duct is encountered. 

These technically complicated procedures are not indi- 
cated in prolonged and pronounced icterus, cholangitis, etc. 
Only the simplest procedures should be carried out in such 
cases—i, e., cholecystostomy—leaving any anastomotic 
operation for a subsequent sitting. 


The Typographical Value of the Veins in the Pyloric 
Region. (La Valeur Typographique des Veines de la 
Région Pylorique). Mocguot and Hovuparp, Paris. 
Revue de Chirurgie, March 10, 1912. 

A careful examination of the veins in the pyloric region 
has been made by the authors in a series of cases in order 
to determine if the “pyloric vein,” first described by C. J. 
Mayo, is a constant structure of typographical value. Ac- 
cording to the exhaustive research of Latarjet on this vein, 
it is certainly of much less clinical than anatomical value 
since its main part is not visible on the anterior aspect of 
the pylorus. The examinations made by the authors 
demonstrate that an anastomosis between the veins of the 
greater and those of the lesser curvature across the an- 
terior aspect of the pylorus is not constant nor often visible 
(in uninjected specimens). In addition, its situation is not 
sufficiently constant to demarcate between stomach and 
duodenum. There is, indeed, a cluster of veins about the 
inferior part of the pylorus, but its situation is not constant 
and it is not always to be seen. The authors therefore con- 
clude that there are no easily recognizable, constantly pres- 
ent, or constantly situated veins to demarcate between 
stomach and duodenum, at the operating table. 


Contribution to the Operative Treatment of Acute 
Cholecystitis Complicating the Course or Con- 
valescence of Typhoid Fever. (Contribution a 
PEtude du Traitment Opératoire des Cholécystitis 
Aigués Survenant au Cours ou Dans la Convalescence 
de la Fiévre Typhoide). Worms and Hamant, Nancy. 
Archives Générales de Chirurgie, February 25, 1912. 

On the basis of two operative cases of acute cholecystitis 
complicating typhoid fever the authors make an analytical 
study of the surgical therapy of the affection. The first 
case was one developing in the very early stages of an at- 
tack of typhoid and closely simulating acute appendi- 
citis. The second case developed in convalescence. 

Cholecystitis complicating typhoid-is generally ushered in 
by the symptom-complex of peritonitis (or “peritoneal 
irritation”). The fact that the gall-bladder infection may 
commence in the earliest stage of typhoid should not be 
surprising since it has been demonstrated that typhoid is 
first a general hematogenous infection, and the bacilli are 
soon discharged into the intestine through the biliary 
passages as well as other routes. The gall-bladder is thus 
ofttimes infected in typhoid fever, but the manifestations 


of the infection are in most instances lost in the general 
abdominal manifestations of typhoid fever. In the excep- 
tional instances, however, the infection promptly presents 
the evidences of an acute surgical condition. Results have 
shown that prompt operation is indicated in these cases. 
Of 34 cases reported by one author, seven were operated 
upon and five of these recovered. All the non-operated 
patients died. Of 34 cases described by another author, 
eight were operated upon and seven of these recovered. 
Twenty of the 26 unoperated cases died. The mortality 
of the operated cases is now in the neighborhood of 20 
per cent. but is steadily decreasing with more conservative 
types of operation and, above all, with earlier operation. 
It is the delayed operative cases that make the mortality so 
high. There seems little doubt that cholecystostomy should 
be the operation of choice in almost all cases (except in 
cases of extensive ruptures of the organ). Cholecystec- 
tomy does not remove the infection since large numbers 
of Eberth’s bacilli have been demonstrated in the biliary 
passages after the complete operation. 


The Use of Tincture of Iodine Disinfection on the 
Opened Stomach and Intestinal Tract. Pror. Payr, 
Leipzig. Zentralblatt fiir Chirurgie, March 23, 1912. 

Payr is very enthusiastic as to the value of tincture of 
iodine to the incised mucosa when operating upon the 
stomach or intestine. He has employed the procedure for 
three years and believes that it diminishes the chances of 
infection from these sources materially. Formerly he em- 
ployed a 10 per cent. tincture; at present he uses 5 per 
cent. He has never seen any bad results therefrom, and 
he does not believe that the application increases the risk 
of post-operative adhesions to any appreciable extent. 


An Investigation on the Regeneration of Nerves, with 
Regard to the Surgical Treatment of Certain 
Paralyses. B. Kitvincton, Melbourne. British Med- 
ical Journal, January 27, 1912. ; 

As the result of extensive clinical and experimental 
studies, Kilvington finds that regeneration of a nerve after 
secondary suture is possible even after six years from the 
date of injury. When regeneration after secondary suture 
does not occur, the main cause, apart from local condi- 
tions and sensis, is lack of regenerating power in the 
nerve itself. When no regeneration occurs after second- 
ary suture, the one surgical procedure that may still offer 
success is suture of the distal trunk of the degenerated 
nerve to a freshly divided adjacent healthy nerve. 


A New Cell Proliferant: Its Clinical Application in the 
Treatment of Ulcers. C. J. Mactister, Liverpool. 
British Medical Journal, January 6, 1912. ° 

The “new cell proliferant” to which Maclister refers 
is derived from the common comfrey or, as it is called 
botanically, “symphytum officinale.” Impressed by the 
glowing reports of the efficacy of an extract of this plant 
by the older writers, the author had it chemically analyzed 
and tried it in a large series of indolent ulcers. He 
found that the most important active ingredient is allan- 
toin. Solutions of this substance applied to many forms 
of chronic ulcers causes rapid healing in Maclister’s 
hands. He also tried it on one case of gastric ulcer with 
pronounced beneficial results, and suggests its use in 

skin grafts. The solution is applied in a strength of 0.3 

to 0.4 per cent. 


A New Symptom of Aneurism of the Aorta. (Fin 
Neues Symptom des Aneurysms der Aorta). Rv- 
poLF V. Hoesstin, Miinchener Medizinische Wochen- 
schrift, January 2, 1912. ; 

V. Hoesslin draws attention to a curious phenomenon in 
a case of compression of the left bronchus by a thoracic 
aneurism. There was a loud, stridulous somewhat pro- 
longed inspiration, while the expiration consisted of single, 
rhythmical expulsive efforts with a short pause which was 
soon followed by rhythmic sounds audible at some dis- 
tance. The explanation for this symptom seems simple to 

V. Hoesslin: The trachea was compressed to that degree 

in which inspiration still could take place. Expiration was 

only possible when the aneurismal sac emptied itself 
during diastole; during systole, however, expiration was 
entirely suspended. 
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